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INTRODUCTION TO THE PORTFOLIO
This portfolio contains work submitted for the practitioner doctorate in 
Psychotherapeutic and Counselling Psychology. It represents the culmination of three 
years counselling psychology training and contains a selection of academic, 
therapeutic and research papers written during this time.
In outlining the background to my reasons for starting the course and introducing the 
three dossiers contained within this portfolio, the aim of this introduction is to guide 
and orient the reader to what is included herein. In addition, I hope to outline my 
personal and professional development and provide an indication of the range of 
competencies and skills that I have developed and integrated into my clinical practice.
A formulation
When first meeting a client I try and gain some clarity over what the individual’s past 
experiences have been and what has brought him or her to therapy. With this in mind, 
I decided to present a brief formulation about my own life, to provide the reader with 
a sense of the early formative experiences and events that influenced my decision to 
train as a counselling psychologist.
Thus, my early experiences were characterised by a gradual realisation of my 
similarity to and difference from those around me, based on my culture, race, 
language and religion. Belonging to a religious community, and a family that strongly 
believed in a liberating Islam, as well as coming from a diverse cultural background 
meant that I was also somewhat different from those who, on the surface, shared a 
similar culture or faith perspective but underneath had vastly different views and 
values. My awareness of ‘difference’ led me to the question ‘who am I?’ which is 
something I have asked myself at significant junctures throughout my life. This 
question, alongside a curiosity about human existence strengthened my capacity for 
enquiry and paved the way for my training.
My interest in pursuing a career in counselling psychology was influenced by my own 
positive experiences of therapy during my adolescence, following the sudden death of
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my father and following the deaths of my maternal grandparents, within a year of one 
another. The ‘protective factors’ during this period were a loving and supportive 
family, strong friendships, a desire to understand and having long-term personal 
therapy to process and contain my grief and psychic pain.
After regaining hope and inner strength, along with developing a belief in the soothing 
and curative powers of therapy, I continued with my quest to understand myself and 
others by studying psychology. I enjoyed learning about universal processes of human 
behaviour and information processing during my undergraduate degree which was like 
a ‘cognitive science’. However, I also found myself being drawn towards domains that 
studied interpersonal dynamics. For example, studying concepts and theories within 
social psychology allowed me to recognise the different components of my identity 
due to the many groups I belonged to within society. I began exploring the 
implications of my diverse role as a female Asian British Muslim and the ‘juggling 
act’ required when conforming to different frameworks that sometimes converged 
with and diverged from one another. Learning a psychological language with concepts 
such as individualism and collectivism and studying the acculturation process helped 
me to understand the differences as well as the similarities between the two cultures I 
belonged to. In order to negotiate and manage these different social affiliations, I 
recognised my endeavour towards integration, though this was not always achieved. 
Therefore, I also learned to accept the juxtapositions that existed between these 
groups.
My motivation to work in mental health came about partly because of observing the 
painful decline of my maternal grandfather due to Alzheimer’s and Parkinson’s 
disease and the great impact this experience had on my family. Feeling uncomfortable 
with my ignorance about how to manage mental illness inspired me to understand this 
issue further. Therefore I worked with dementia sufferers and their carers in an acute 
mental health inpatient unit after graduating. My move towards counselling 
psychology came about after realising that psychological input was vital and yet 
absent in this particular context. Thus, I wanted to know more about psychological 
therapies that took into account the individual rather than just the pathology, 
especially after becoming disillusioned by the limited treatment options on offer for
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those who fitted the ‘severe and enduring’ category. This alongside my interest in 
understanding relationships with the self and with others and there impact on the well 
being of the individual motivated me to commence my training. I chose counselling 
psychology specifically because of its acknowledgement and appreciation of issues of 
diversity, individual difference and an acceptance of multiple perspectives, which 
resonated with my personal philosophy.
When entering the course I was keen to develop my own mental representation of 
what it meant to be a counselling psychologist. Thus the academic, clinical and 
research interests I pursued during these three years reflect my curiosity about aspects 
of the profession that were either unclear to me or appealed to me. I am aware that 
there is a general theme or thread underpinning my work and I would identify this as 
an interest in the process of change and of integration. Within these two broad areas I 
have considered multiple issues relevant to counselling psychology practice. Some of 
these are contained in three sections within the portfolio, comprising an Academic 
Dossier, Therapeutic Practice Dossier and Research Dossier, all of which reflect my 
personal, professional and academic development over the course of training.
Academic Dossier
The academic dossier contains three essays from those I have written during my 
training. When reflecting on the work I have included in this section, I can see how 
the essays I chose to write were closely linked not only to personal curiosity about 
aspects of clinical practice but also to my research interests.
The first essay is an exploration of ways in which an acculturation model can be used 
as a resource for counselling psychologists working with migrant groups, outlining 
factors related to life span and cultural transition relevant to this population. I wrote 
this essay during the initial stages of training and so, in keeping with the theme of 
integration, I attempted to link my previous research endeavours on the topic of 
acculturation to the new profession I was entering. In writing about the process of 
change for individuals undergoing a transition and attempting to link this to the 
profession of counselling psychology, I realise now that I was representing my own 
transitional process by trying to fit the ‘old’ with the ‘new’. Therefore, I decided to
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include this essay to mark my attempt at assimilating during the initial stages of 
training.
The second essay considers the concept of resistance from the perspective of 
psychoanalytic psychotherapy, the model that informed my clinical practice during 
my second year of training. I chose to write about this issue to understand the blocks 
that can occur within therapy, after working with one client who on the surface was 
eager for change but also fought against participating in therapy. In an attempt to gain 
clarity over this dynamic I explored the reasons underlying resistance and considered 
how to work with a concept often used within psychoanalytic therapy. I decided to 
include this essay because it represented my use of theory to inform my clinical 
practice. It also represents a stage in my training where I was exploring challenging 
topics such as non-engagement and therapeutic impasses, topics that can be avoided 
due to their emotive nature. This issue is linked to my research interests on factors that 
can facilitate or impede progress within the therapeutic encounter and provided 
opportunities to reflect upon resistance as a necessary part of the process of change.
The final essay examined the inclusion, conceptualisation and use of the therapeutic 
relationship within a technique-oriented, contemporary behaviour therapy. I wrote this 
essay in order to understand how Dialectical Behaviour Therapy (DBT), the model I 
was practicing at the time, used the therapeutic relationship. At this point I was 
attempting to integrate again, by trying to understand how the repertoire of skills I had 
developed up until this point fitted with the new and complex therapy I was 
embracing. Thus I explored the role of the therapeutic relationship as this was the 
common denominator between the theoretical approaches I had learned and was 
learning. Moreover, an understanding of the therapeutic relationship and its role and 
function within DBT provided valuable insights for my research endeavour where 
these issues were explored and expanded upon by participants.
Therapeutic Practice Dossier
This dossier relates to my therapeutic practice over the last three years. It contains 
descriptions of my three clinical placements, including the client population, the 
context of the placement and placement activities that I engaged in. This section also
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includes my Final Clinical Paper, a personal account of my development as a 
counselling psychologist, outlining my process of growth and my approach to therapy.
Research Dossier
This dossier contains my first year literature review and two qualitative research 
reports from the following two years of training. By sustaining a three year 
engagement with the topic of compliance, I conducted an in-depth exploration of its 
role, function and implications within psychotherapy. Thus issues of power, control, 
resistance, defence, compliance and non-compliance were explored. This research 
topic enabled me to consider factors that could influence a client’s process of change 
as well as explore the nuances of the therapeutic endeavour and the dynamics 
occurring within the consulting room.
However, having come to the course with no research interests other than ones I had 
pursued prior to the course, and realising I had outgrown these interests, the initial 
process of research involved selecting a topic. I chose compliance because of its 
relevance to counselling psychology practice and to human relationships, which was a 
factor that brought me to psychology in the first instance. Following discussions with 
my research supervisor at the time, we were able to explore and expand upon this 
issue. We considered compliance in light of power dynamics likely to be prevalent in 
therapy and the positive and negative implications of compliance within the 
therapeutic endeavour. These conversations, alongside a thorough examination of the 
relevant psychotherapeutic literature formed the basis of my first year research 
project. By considering compliance as a possible defence against developing the self 
in psychotherapy, I engaged with a host of theoretical perspectives that challenged the 
commonly held belief, within the empirical literature, that compliance was a necessary 
component for therapeutic success which should be encouraged. Thus, my focus was 
on the potential ‘side effects’ of compliance as this was absent within the research 
relevant to this topic.
Following on from this, my second research project involved interviewing 
practitioners within the field of psychotherapy to gain their perspectives on the role 
and implications of compliance on the development of the self. This was not an easy
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task as the topic of compliance is multi-faceted and abstract in nature, proving 
difficult to pinpoint by my participants and I. Moreover, this research project was an 
emotive one requiring us to reflect upon our personal meanings and experiences of 
compliance because of the qualitative nature of the study. The insights I gained from 
participants perspectives led to a period of self-reflection on the significance of 
compliance to my past experiences, which led to fruitful explorations in personal 
therapy. I also reflected on many of the ideas participants shared when working with 
clients - thus making this research process not only an empirical endeavour but also a 
clinically and personally relevant one.
During my final year research I decided to focus on one particular function of 
compliance, that of improving engagement with therapy. This enabled me to add 
greater depth to my research and allowed me to concretise what proved to be a 
philosophical and abstract debate up until this point. Exploring issues of engagement 
with a client population that was considered non-compliant appealed to me because of 
my interest in understanding what motivated individuals to pursue or reject a process 
of change. Thus, conducting this study was an extremely rewarding experience as it 
enabled me to view therapy from the ‘other side of the coin’ when interviewing 
service users that were in DBT and met criteria for Borderline Personality Disorder. 
This project enabled me to develop my research skills and signified my progression as 
a researcher when designing and undertaking a complex study with greater ethical 
considerations.
Minor amendments were made to improve clarity to the work contained in this 
portfolio in order to represent my development, thinking and experience during the 
different stages of training.
When discussing client or participant information throughout this portfolio, 
pseudonyms have been used and information has been altered or omitted to 
preserve confidentiality and anonymity.
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ACADEMIC DOSSIER
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INTRODUCTION TO THE ACADEMIC DOSSIER
This dossier includes three essays selected from those submitted during the three years 
of training. The first essay explores the issue of acculturation and reviews two models 
for their appropriateness as a resource for counselling psychologists when assessing 
individuals who have recently migrated. The second essay considers the concept of 
resistance in psychodynamic psychotherapy and its influence on the therapeutic 
encounter. The third essay examines the role and function of the therapeutic 
relationship and its inclusion in a contemporary model of behaviour therapy.
Where clients are discussed, pseudonyms are used and information has been either 
changed or omitted to preserve confidentiality and anonymity.
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When providing therapeutic services for migrants, is berry’s (1980) 
model of acculturation and adaptation helpful to counselling 
psychologists in understanding the experience of their clients? If not, 
what alternative model would be more useful and why?
Introduction
This essay aims to assess whether Berry’s (1980) model can be a useful resource for 
counselling psychologists working with clients who have undergone a cultural 
transition. The link between acculturation and mental health is introduced, followed 
by Berry’s (1980) model of acculturation and adaptation. Additional factors that can 
influence the process of culture change are also considered and Berry’s (1997) stress 
and coping framework is presented in light of these other factors.
Acculturation and mental health
First studied by anthropologists and sociologists, acculturation refers to the culture 
change that can result from continuous first-hand contact between two distinct cultural 
groups (Berry & Kim, 1988; Redfield, Linton & Herskovits, 1936). It considers the 
adaptation process of ethnic groups comprising second and third generation 
immigrants (Chryssochoou, 2004), those who are involuntarily relocated, such as 
refugees and native groups, and those who relocate voluntarily, such as immigrants 
and sojourners (Ward, Bochner & Fumham, 2001).
Entering a new culture can be a traumatic experience, especially when considering 
that individuals are exposed to vastly different ways of living, different social norms 
and values and even different diseases (Berry, Kim, Minde & Mok, 1987). Essentially 
at a group level, migration involves a massive socio-political, economic and cultural 
upheaval (Berry & Kim, 1988; Timotijevic & Breakwell, 2000). At an individual level 
- referred to as psychological acculturation (Graves, 1967) - changes occur in 
behaviour, values and attitudes which can threaten “identity definition and evaluation” 
(Timotijevic & Breakwell, 2000: 355). The effects of such a change process are 
reflected in findings where the mental health status of the individual can be 
compromised when he or she attempts to adapt to a new environment (Berry & Kim,
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1988). For example, Masuda, Lin and Tazuma (1982) used the Cornell Medical Index 
(CMI) and Holmes and Rahe’s (1967) Social Readjustment Rating Scale (SRRS) 
when studying Vietnamese refugees in the USA. They found that as a consequence of 
acculturation, a high level of life changes were positively correlated with a 
consistently higher level of mental and physical dysfunction.
Hence, psychologists are aware that the acculturation process can create serious 
mental health problems for migrants (Bemak, Chung & Bomemann, 1996; Berry & 
Kim, 1988), leading to what is described as acculturative stress. This refers to the 
mental and physical health problems that arise as a result of migration and culture 
change (Berry et al., 1987; Kaplan & Marks, 1990), which include depression, 
confusion or anxiety (Berry et al., 1987). For example, Zilber and Lemer (1996) found 
that, due to their cultural transition Jewish immigrants in the Soviet Union reported 
symptoms of demoralisation, which included low self-esteem, hopelessness, dread, 
sadness, anxiety and psychosomatic symptoms.
Due to the link established between psychological distress and acculturation, those 
individuals undergoing acculturation could utilise the mental health system. 
Counselling psychologists are suitable practitioners to work with migrant groups 
because, as a professional body, they place great emphasis on exploring and 
understanding the individual’s life-span developmental experiences whilst 
acknowledging the changes that arise in the wider social and cultural context 
(Strawbridge & Woolfe, 2003; Sugarman, 2003).
In order to establish an appropriate therapeutic intervention, that meets the needs of 
the individual, the assessment process is fundamental in identifying presenting issues 
and concerns, and can highlight the acculturation stage the client is in (Lonner & 
Ibrahim, 1996). Identifying these factors in assessment is particularly important 
because of the wide variety of acculturative experiences and heterogeneous reactions 
to these experiences (Berry & Kim, 1988). Thus, in order to aid them in their work, it 
is useful for counselling psychologists to have a framework to consult when assessing 
clients undergoing acculturation, to promote awareness of the complex and multi­
faceted issues, variables and factors that are associated with the acculturation process.
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This in turn, can facilitate the delivery of informed psychotherapeutic interventions 
suited to the individual.
An acculturation model
One supposition that can provide a framework for counselling psychologists is Berry’s 
(1980) model of acculturation and adaptation (see figure 1), which has been used 
extensively when investigating the psychological well-being of individuals and groups 
undergoing the acculturation process. In essence, the model outlines four modes that 
explain the individual’s adaptation choice or style. The mode selected is linked to the 
individual’s answer to two fundamental questions that Berry and Kim (1988) believe 
arise in all acculturating arenas. The first question is related to maintaining the 
original cultural identity and the second question is related to developing and 
maintaining relationships with new groups.
Figure 1: Berry’s (1980) acculturation and adaptation model
(1) Is it of value to maintain my original cultural 
identity and characteristics?
(2)
 Is
 it
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The four modes outlined above are explained below:
1. Integration An individual maintains links with the host community
and retains their cultural identity
2. Assimilation An individual relinquishes their cultural identity, which
is replaced by that of the larger or dominant host 
community
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3. Separation The individual maintains their original culture and
is detached from the culture of the larger host society
4. Marginalisation The individual is out of cultural and psychological
contact with both the traditional group and host society
Research suggests that the acculturative strategy most likely to produce health and 
well-being is integration (Berry et al., 1987; Sam & Berry, 1995; Schmitz, 1992; 
Ward & Kennedy, 1994). In contrast, separation and marginalisation have been related 
to psychological maladjustment and psychosomatic problems (Dona & Berry, 1994; 
Partridge, 1988; Pawliuk, Grizenko, Chan-Yip, Gantous, Matthew & Nguyen, 1996; 
Phinney, Chavira & Williamson, 1992; Sam, 2000). For example, in a study of East 
Germans who migrated to the west of Germany, Schmitz (1992) found that separation 
was associated with higher levels of neuroticism, psychoticism, high anxiety, 
cardiovascular problems and drug and alcohol abuse. In addition, Schmitz (1992) 
found that assimilation could be linked to the impairment of the immune system.
Critique
The model has been successful in predicting the acculturative strategies that will 
predispose an individual to mental and physical health problems (Ward & Rana- 
Deuba, 1999). Therefore, counselling psychologists can use it to assess whether the 
acculturative strategies used by clients’ increases their vulnerability to developing 
acculturative stress, or whether the acculturative strategy used can explain the 
individual’s current presenting concerns. For example, if a depressed client meets 
criteria for the ‘separation’ mode his or her isolation from the host community could 
be a factor contributing to his or her depression.
The model is also useful for counselling psychologists because it is easy to understand 
and outlines adaptation strategies an individual can use when entering a new culture. 
Furthermore, the modes could be used to understand whether a client will accept or 
reject therapy. For example, if an individual is, or decides to be, ‘separated’ he or she 
might be less likely to accept therapy from a member of the host community than
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someone who is considered to use the ‘integrated’ strategy. In fact, on the basis of this 
argument, the model could be used to make recommendations to employ counselling 
psychologists who are ethnically similar to the migrants. This would encourage social 
inclusion of clients who may be neglected by mental health services.
However, it is evident that factors that might increase the risk of an individual 
developing acculturative stress are not included in the acculturation and adaptation 
model. These include the pre-migration experience of a group or individual (Garza & 
Gallegos, 1995) that are likely to be important to consider whilst assessing an 
individual. For example, refugees coming from war tom areas can be victims of 
persecution and are likely to be involuntarily displaced (Ward et al., 2001). These 
individuals have been found to display poorer mental health when compared to 
migrants who choose to move under less extreme circumstances (Pemice & Brook, 
1994). Therefore it is important to consider situational factors prior to the cultural 
transition, as they can influence the onset of acculturative stress and could explain 
why clients use a particular acculturation strategy or mode.
Other situational factors that Berry’s (1980) model does not accommodate, but have 
been found to have an influence on the development of acculturative stress, include a 
lack of social support, which can have an adverse effect on the mental health status of 
individuals undergoing acculturation (Adelman, 1988; Fontaine, 1986). Similarly, 
prejudice and discrimination from the host community towards the acculturating 
group can have a negative effect on the adaptation process (Tanaka, Takai, Kohyama 
& Fujihara, 1994; Ward & Searle, 1991) and can lead to post traumatic stress disorder 
(Ibrahim, 1994). Therefore, clients who experience prejudice at the hands of the host 
community might fit the ‘separated’ category but may in fact have been segregated 
(Berry & Kim, 1988). This suggests that the attitude of the host community can 
influence the adaptation process and can have serious implications for the mental 
health status of the individual. Hence, at assessment, it is very important for a 
counselling psychologist to explore the individual’s experience when entering the host 
community (Jacobsen, 1988), as this may influence and explain the client’s current 
difficulties.
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In addition, individual factors, such as education, are associated with better adaptation 
and lower levels of stress (Jayasuriya, Sang & Fielding, 1992). When unable to attain 
a high social status in the host community, the individual can also be at high-risk of 
psychological dysfunction, particularly depression (Aycan & Berry, 1996; Beiser, 
Johnson & Turner, 1993). Personality factors, such as the adaptive personality, the 
rigid or the ethnocentric personality (Locke & Feinsod, 1982; Gardner, 1962), and 
coping styles (Masuda et al., 1982; Zheng & Berry, 1991) can influence whether the 
individual experiences high or low levels of acculturative stress. In addition, Beiser, et 
al. (1988) found that adolescents and older adults were at high-risk of experiencing 
difficulties in adapting. They suggest that the stress of migration could be intertwined 
with the stress of adolescent identity development. Furthermore, for older adults, 
culture learning was considered to be difficult due to fewer psychological resources to 
manage a successful transition.
It is evident from the above that there are many crucial factors, apart from adaptation 
strategies, that can influence the individual’s psychological health and experience of 
acculturation. These highlight the fact that the acculturation experience will be 
different for each individual, as it is characterised by different motivations and 
different experiences during inter-cultural contact, and is based on individual coping 
mechanisms. Therefore, not all individuals acculturating will suffer from a lowered 
mental health status (Berry & Kim, 1987). In fact, there are mixed findings in the 
literature. For example, Church (1982) found that adolescents and older adults cope 
better with adaptation, which contradicts the findings of Beiser et al. (1988).
A framework for assessing acculturative stress
Berry and Kim (1988) attempted to account for the aforementioned factors by 
considering the impact of intercultural contact in terms of pre-migration and post­
migration experiences. However, a more holistic and detailed model that outlines ‘life 
changes during the cross-cultural transition, the appraisal of these changes, and the 
selection and implementation of coping strategies to deal with them’ (Ward et al., 
2001: 71) is Berry’s (1997) stress and coping framework of immigration, 
acculturation and adaptation. Outlined in Figure 2 (see page 17), this model places the 
acculturation and adaptation process on a continuum, which begins with the
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acculturation experience of the individual and ends with adaptation. The development 
of acculturative stress can be dependent on how the individual appraises the situation, 
how well he or she copes and how group and/or individual level factors affect this 
process.
Firstly, group level variables are outlined during the initial process of acculturation. 
For example, issues relating to the society of origin are considered, such as economic 
and political factors, as are issues relating to the society of settlement, such as the 
multicultural status of the host community. This is an important variable as mental 
health problems might be greater among societies that are assimilationist rather than 
pluralistic (Murphy, 1965) due to pressure on the newcomer to conform to the 
dominant culture, especially during the early stages of migration (Rumbaut, 1991).
Secondly, the model outlines individual level variables that will affect how well a 
person copes and adapts. The first set of moderating factors prior to acculturation 
includes religious beliefs or personality factors, such as flexibility. In addition, 
motivational factors such as voluntary and involuntary migration are also considered. 
The second set of moderating factors has an influence during the acculturation process 
and is mainly associated with individual and situational variables. This section 
includes exposure to discrimination and prejudice from the host community, 
acculturation strategies, social support and coping strategies.
Critique
Berry’s (1997) model is very comprehensive and useful as a resource for counselling 
psychologists, as it aims to consider individual and group experiences that contribute 
to the acculturation process and that may increase the risk of developing acculturative 
stress, which include the individual’s coping style.
Bhugra (2004) points out that when assessing migrants, clinicians need to be aware of 
the many pathways into migration. The model allows the counselling psychologist to 
pay attention to this by considering the individual’s pre-migration experiences and the 
individual’s experiences during the acculturation process. It therefore encompasses all
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the factors that have been discussed in this essay so far, rather than just one aspect of 
acculturation as outlined in Berry’s (1980) model.
Therefore, counselling psychologists could use Berry’s (1997) model during the 
assessment process because of the many factors it identifies that can either have an 
adverse or positive effect on the individual’s psychological well-being. This could 
assist the counselling psychologist in identifying factors affecting and maintaining the 
client’s current distress; and may be especially useful for those practitioners who are 
unfamiliar with the process of migration and acculturation. The model is also based on 
evidence from a vast array of research in the area of acculturation and acculturative 
stress making it detailed, comprehensive and reliable as a resource for counselling 
psychologists. In addition, as the framework takes a developmental stance by 
accounting for different stages of acculturation, the model could be used as a resource 
for practitioners during therapy to help inform subsequent formulations in order to 
account for changes in the client’s presentation and acculturation process, if 
necessary.
Conclusion
Although Berry’s (1980) model is extremely useful in identifying the types of 
acculturation strategies or modes used by individuals, it does not explicitly consider 
the relationship between acculturation and mental health and does not account for 
processes that influence adaptation. Therefore Berry’s (1997) model seems more 
appropriate as a resource for counselling psychologists as it considers the initial and 
latter stages of the acculturation process and the implications for the mental health 
status of the individual. It accounts for risk factors at the situational, group and 
individual level, making it a comprehensive model that allows the counselling 
psychologist to consider the many factors that are likely to influence a client’s 
acculturation experience and capacity to cope with change. It is also useful because it 
emphasises that each individual will experience acculturation differently and will cope 
differently. It therefore fits the ethos of psychological therapy, and counselling 
psychology more specifically, by considering the individual’s phenomenological 
experience when changes occur at a societal level.
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Resistance in psychotherapy: Concept, cause and confrontation from
a psychodynamic perspective
Introduction
Recognised by most psychotherapeutic approaches, resistance is an area of interest for 
therapists whatever their theoretical orientation. This is because resistance can refer to 
the blocks that, at times, elude the process and progress of therapy, hamper the efforts 
of the therapist, impinge on the client’s development of the self and ultimately, affect 
the therapeutic relationship. My interest in this topic stems from working with a client 
who was referred for anxiety and panic. My experience of her lack of motivation for 
therapy as well as her rejection of my interventions and the impact of this dynamic on 
our relationship has given me the impetus to explore this topic further. Therefore, 
clinical illustrations of my work with this client are provided to elaborate on issues 
addressed in this essay. These include considering how resistance is understood, 
explained and addressed through the lens of psychodynamic psychotherapy where the 
roots of resistance lie.
The concept of resistance
From a psychoanalytic perspective, resistance is said to be concerned with elements 
and forces within the patient that oppose and interrupt the progress of therapy, thus 
blocking the part of the ego that wishes to engage with this process (Adler & Bachant, 
1998; Beutler, Moleiro & Talebi, 2002; Brenner, 1982; Freud, 1909; Greenson, 1967; 
Sandler, Dare & Holder, 1992; Schafer, 1960). The concept includes those 
experiences in therapy that are challenging and difficult to work with, such as non­
engagement with the therapeutic relationship or becoming stuck or gridlocked in 
therapy. It can manifest itself in many ways and is considered to operate largely on an 
unconscious level (Adler & Bachant, 1998; Bateman & Holmes, 1995; Messer, 2002; 
Sandler et al., 1992; Worrell, 1997). In fact, clients can devote a considerable amount 
of time and energy to activities that impede their development during therapy (Adler 
& Bachant, 1998).
Initially considered as a hindrance to the process of therapy, like many concepts, 
resistance progressed from a minor influence to one that plays a vital role in
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psychodynamic psychotherapy (Levy, 1984; White & Weiner, 1996). In fact, it is now 
considered to be a necessary and central part of the process of the client’s growth and 
self development that needs to be experienced and resolved in order for psychic 
change to be achieved (Adler & Bachant, 1998; Beutler et al., 2002; Freud, 1909; 
Worrell, 1997).
The development of resistance as a concept is said to run parallel with the evolution 
and elaboration of other aspects of psychoanalytic theory, such as the construct of 
transference, the structure of the unconscious and the function of defenses (Adler & 
Bachant, 1998; Brenner, 1982; Freud, 1909; Greenson, 1967; Sandler, 1983; Worrell, 
1997). These concepts are interconnected by the fact that they usually operate outside 
of the awareness of the client and/or therapist, thus making them difficult processes to 
differentiate from one another (Sandler et al., 1992; Worrell, 1997).
Whilst working with Miss Hewitt, I  reflected on how she related to me as a critical 
figure within the transference. This made it difficult to address the resistance that 
emerged between us because she often perceived my interventions as attacking and 
would become defensive. Hence, Miss Hewitt’s experience o f transference maintained 
her resistance to therapy thus highlighting the fact that unconscious processes can 
become intertwined.
Resistance is part of the defense structure of an individual. In fact, when applying 
Festinger’s (1957) theory of cognitive dissonance, defenses and resistance could be 
considered part of dissonance reduction. This is because their function is to dissipate 
any experience of a potential psychological threat by helping the client to avoid topics 
deemed as overwhelming (Choudhary, 2005). Thus, defenses are survival skills that 
can occur in any given situation (Greenson, 1967; Joseph, 1986) and those that occur 
within psychotherapy are described as resistance (Greenson, 1967; Joseph, 1986), 
making it a context-specific concept.
Resistance can create a block against change and developing self awareness. This can 
occur through denying distressing memories or unacceptable impulses, fantasies, 
drives and behaviour patterns, whereby clients can utilise defenses to protect against
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conscious awareness of unconscious elements (Adler & Bachant, 1998; Dewald, 1980; 
Freud; 1904; Messer, 2002). Other forms of resistance include forgetting dreams, 
inertia, missing sessions, intellectualising, discounting the analytic relationship and 
developing new symptoms (Adler & Bachant, 1998; Bateman & Holmes, 1995; 
Sandler, 1976; Strupp & Binder, 1984).
Miss Hewitt avoided discussing her feelings about therapy or events in her life and 
would often say Tm  not sure what to say next’ during the session. A t times she 
intellectualised her problems by talking about difficult experiences in a ‘matter o f 
fa c t’ manner, detaching emotions from the event. She also stated that she was 
‘genetically built’ to avoid emotions or would describe her anxiety as a product o f 
medication or physical illness. Any suggestions that life events might trigger her 
anxiety were quickly dismissed. Therefore it was likely that discussing situations and 
emotions that contributed to her presenting concerns was too threatening fo r her 
because o f an early family environment in which emotions were not spoken about and 
were in fact rebuked.
There are different forms and sources of resistance to therapy which are described 
below:
Repression resistance is where the client avoids repressed impulses, memories and 
feelings that could cause a painful state if they were to re-emerge.
Transference resistance occurs when the client is hostile towards the therapeutic 
alliance or does not wish to make links between thoughts and feelings from the past to 
thoughts and feelings towards the therapist.
Id  resistance involves resisting the abandonment of old patterns for new ones because 
of a fear of losing control or losing a sense of self that is already established (Erikson, 
1968).
Superego resistance is associated with an internalised critical or persecutory figure. 
This form of resistance is characterised by avoiding any action or material that fulfils
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an unconscious impulse that could trigger guilty feelings (Sandler et al., 1992; 
Worrell, 1997). Freud (1923) considered this as the hardest resistance to discern and 
address in analysis.
Although Miss Hewitt displayed all forms o f resistance outlined above, the most 
significant was superego resistance that seemed to underpin other resistances she 
displayed. This explained some o f Miss Hewitt’s avoidance o f discussing anything in 
therapy for fear o f being criticised. For example, Freud (1909) pointed out that it is 
difficult for those operating on the basis o f this resistance to explore their sexual 
orientation. This was true in the case o f Miss Hewitt who statedfeeling ‘different’ and 
‘abnormal ’ during the initial stages o f therapy. It was not until the sixth session that 
she mentioned being a lesbian and stated that this was ‘wrong’. When telling me this, 
she adopted a protective position (shoulders arched, head down) and rushed onto 
another topic. At the time, I  fe lt sadness and became teary. My strong 
countertransference gave me an indication that she may have experienced shame 
when telling me this and feared my reaction, which could explain her statement and 
cancellation o f the following session.
On the advice o f my supervisor, during our next meeting I  suggested that i f  she was 
willing we could explore what her sexual orientation meant to her. Miss Hewitt 
remained silent for the remainder o f the session except for a few occasions when she 
said T don’t know what else to say’. She then missed the following two sessions. I  
interpreted this as a possible resistance against experiencing shameful feelings. Miss 
Hewitt may have internalised homonegative views that are considered to be prevalent 
in the dominant heterosexual society (Williamson, 1999). Therefore her superego 
resistance may have been triggered by a fear that like the wider community, I  might 
have held anti-gay sentiments and therefore would reject or criticise her like others 
may have done in her past.
Causes of resistance
What makes resistance interesting is that many clients, like Miss Hewitt, will chose to 
attend therapy because of a feeling of dissatisfaction and wanting psychic change 
(Bums, 1982; Joseph, 1986; Van Kalmthout, 2003). However, they are still likely to
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display resistance. So why does resistance occur? And why is it so challenging to 
work with?
The most convincing explanation for the cause of client-resistance in psychoanalytic 
theory is that, unconsciously, there is a fear and dread about the prospect of change 
which precipitates uncertainty and the possibility of psychic destabilisation (Adler & 
Bachant, 1998). Essentially, psychic change associated with psychotherapy, involves 
challenging existing patterns of being and symbolises a shift in the balance of an 
internal system that is mentally and emotionally in a state of equilibrium (Adler & 
Bachant, 1998; Greenson, 1967; Joseph, 1986). For some, challenging well- 
established systems (through therapists’ interpretations for example) will be 
psychologically unacceptable, leading to resistance. This is because the shift can be 
distressing and painful as it disturbs feelings, impulses and defenses (Joseph, 1986). 
Therefore the client is likely to experience guilt, shame, anxiety and depression, which 
they had established defenses against (Adler & Bachant, 1998; Greenson, 1967; 
Messer, 2002). Hence, psychic change can be perceived as too difficult to tolerate. 
Therefore the client’s conscious desire to change is undermined by an unconscious 
process that works to protect the individual, where the “patient avoids because he 
wants to escape some painful feeling” (Greenson, 1967:113).
By using different forms o f resistance (as mentioned in the previous section), Miss 
Hewitt was well protected from any perceived threat aimed at well established defense 
mechanisms that allowed her to avoid possible feelings o f guilt, shame and 
embarrassment about her identity. However, this meant that we became stuck in 
therapy because we did not explore any issues related to the past or the here and now. 
Therefore it was challenging to make the unconscious into the conscious (Sandler et 
al, 1992; Worrell, 1997). This suggests that therapy was extremely threatening for 
Miss Hewitt, exposing her to issues and emotions that she had been avoiding, which 
would explain her reluctance to engage with me.
In addition, resistance can occur as a result of inappropriate interventions by the 
therapist or because of the therapist’s fear that the client is progressing (Freud, 1909). 
This suggests that practitioners are also involved in this process and that it is not
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simply a client-oriented phenomenon, though it should be noted that most of the 
literature on resistance focuses more on the client rather than the therapist.
Resistance can also occur because of the individual and because of the context. For 
example, Stone (1973) highlights that the therapeutic encounter can cause regression 
because hidden wishes and desires are revealed. In order to repress these, the client 
will increase resistance and is likely to intensify avoidance of underlying issues. 
Resistance is also considered to be a force that exists within the client and is not a 
product of the analytic process. However, the therapeutic encounter provides the 
context for revealing resistances (Greenson, 1967).
Miss Hewitt’s heightened anxiety at the beginning o f sessions was likely to occur 
because o f an unconscious fear that I  would ask her to face those issues she had been 
avoiding. This allowed her to utilise her defense system and to become distracted by 
her symptoms in order to avoid difficult areas. These symptoms include agitation 
when starting the session and fast paced beginnings where she jumped from one topic 
to another, with more relaxed endings, possibly because we discussed her anxieties 
and possibly because she knew the session was ending.
Confronting and addressing resistance
Psychoanalysts seek to help patients identify and resolve pathological resistances, 
such as those that cause pain (Brenner, 1982; Freud, 1955) stand in the way of 
integration (Bachant & Adler, 1997; Freedman, 1985; Loewald, 1960) and undermine 
the analytic process. The way in which this can be achieved has changed over time as 
the understanding of the concept has developed.
As mentioned earlier, resistance was considered a disruptive force (Freud, 1955) and 
needed to be challenged by the therapist. It supported an antagonistic approach to 
therapy during the earlier phases of psychoanalysis, where resistance was considered 
to be a product of the client’s wilfulness or rebellion against the therapist (Adler & 
Bachant, 1998). Analysts targeted behaviours and attitudes of the client that 
obstructed therapy (Adler & Bachant, 1998) resulting in a working alliance that was 
made up of the client’s passivity and the analyst’s uncontested authority.
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It is now thought that the practitioner needs to work with resistance rather than against 
it (Adler & Bachant, 1998; Messer, 2002; Sandler et al., 1992; Watchel, 1993). In fact, 
the information the individual resists can indicate the source of the client’s problems 
(Boesky, 1990; Freud, 1936). Alternatively it can indicate failures in the therapeutic 
relationship that need to be identified and addressed (Boesky, 1990; Gray, 1994; 
Schwaber, 1994).
The therapist working with resistance needs to appreciate how distressing it can be for 
the client to change firmly established defenses (Adler & Bachant, 1998) and that a 
lack of empathising with the client’s unconscious sense of danger and simply wishing 
for the clients resistances to disappear is unhelpful to the analytic situation (Friedman, 
1997; Schafer, 1983). Instead, such a lack of understanding can intensify the 
resistance.
Identifying Miss Hewitt’s anxiety was a useful way o f addressing her resistance, as it 
enabled us to explore her experience o f being in therapy, how she reacted to 
situations when she was anxious and why she fe lt this way. This helped us to develop a 
greater understanding o f one another which we lacked before. In turn, this allowed us 
to begin exploring difficult topics, such as discussing her relationship with her family, 
which had previously led to long periods o f silence during sessions. Hence, working 
with and utilising the product o f resistance (her anxiety) was productive in enabling 
exploration.
Therefore the role of the therapist is to bring material from the client’s unconscious 
into consciousness through his or her interpretations in a form and at a time when it 
can be tolerated by the client (Burton & Davey, 2003; Sandler et al., 1992). In order to 
do this, Adler and Bachant (1998) point out that it is important to explore resistances 
such as fantasies attitudes and behaviours and to highlight their protective function, so 
that the client does not feel blamed. It is also beneficial to explore precise moments of 
interactions within the sessions to work with and understand how resistances manifest 
themselves and what impact they can have on the individual (Boesky, 1990; Gray, 
1994; Schwaber, 1994).
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I  found monitoring the shifts in information during the session most beneficial when 
trying to understand the topics that Miss Hewitt was resisting. For example, in one 
session we began exploring Miss Hewitt’s difficulty in discussing her experience o f 
seeing a mental health professional during her childhood. After a few  minutes o f 
discussion and then a period o f silence, Miss Hewitt unexpectedly diverted to another 
topic (the presence o f a tape recorder), which she said made her feel uneasy. I  
realised that talking about this past event was just as anxiety provoking as the tape 
recorder. By noting the significant change in topic, I  was able to explore this issue 
with Miss Hewitt later on in the session.
In order to work with resistance, it is vital for the practitioner to develop a therapeutic 
relationship with the client, by sustaining a source of emotional connectedness, 
containment, empathy and support for his or her efforts to change (Adler & Bachant, 
1998; Busch, 1995; Greenson; 1967; Greenberg 1991; Renik, 1995). Sharing 
interpretations with the client will encourage insight (Greenson, 1967) and exploration 
of his or her resistances. Ultimately this will help the client to uncover disowned fears 
and wishes that give rise to signals of danger, and will help the client to gain 
autonomy (Adler & Bachant, 1998; Hedges, 1983; Messer, 2002; Sandler et al., 1992). 
Through these insights and self awareness, the client can learn to survive the turbulent 
emotional process involved in change (Arlow & Brenner, 1990; Busch, 1995; Gray, 
1994).
Although the fluctuation between insight and resistance is part o f the process o f 
change (Greenson, 1967; Joseph, 1986), there were times when I  struggled to 
empathise with Miss Hewitt and accept her resistance to therapy. This was because I  
fe lt my efforts in trying to relate to Miss Hewitt were rejected. In one sense, this 
reflected a parallel process where she possibly resisted relating to me for fear o f 
being rejected and I  fe lt resistant to her resistance. This resulted in strong 
countertransference experiences o f annoyance and frustration, which were processed 
and addressed during personal therapy and supervision. Supervision in particular 
was important in helping me understand the reasons underlying the resistance within 
the therapeutic relationship. I  was able to consider my periods o f silence during
29
sessions when I  was uncertain o f what to say or how to respond to Miss Hewitt. This 
facilitated a process o f trying to understand the parallel process occurring within 
therapy which helped me work with the resistance rather than against it. In addition, 
by exploring the function o f client and/or therapist resistance in supervision, I  
realised that part o f the journey towards change involved being open to the challenges 
it brings, such as facing difficult emotions and reflecting upon these rather than 
denying them. Otherwise this could repeat a pattern o f unconscious resistance within 
the therapeutic encounter that maintains the impasse.
I have found that as a counselling psychologist in training the philosophy 
underpinning this profession has been helpful to me when working with Miss Hewitt. 
This is because its principles follow those outlined above such as developing a 
facilitative therapeutic relationship, promoting well-being (Strawbridge, 2006) and 
persevering with the therapy despite the difficulties.
However I have also reflected on how the use of the word ‘resistance’ can be 
misleading and that the term lends itself to stigmatising clients as dysfunctional 
because they find it difficult to engage. As outlined in the above clinical illustration, 
resistance is a multifaceted process that has more of a protective function than a 
pathological one. When clients find it challenging to engage with therapy, it may 
provoke powerful countertransference despite the best efforts of the practitioner. 
Therefore, this concept is important to acknowledge as it highlights the difficulties 
that can occur in therapy for some clients who find the process of change particularly 
challenging. Though this might be due to factors associated with the client, therapist 
and/or the therapeutic approach, the counselling psychologist’s inclination towards 
acknowledging the client’s subjective experience and a commitment to reflective 
practice (Strawbridge & Woolfe, 2003) on the use of self can promote exploration 
within, understanding of and engagement with resistance within the therapeutic 
relationship.
Conclusion
It is evident that the concept of resistance has evolved from being a process that 
needed to be challenged to a process that needs to unfold. The motivation for
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resistance makes it understandable that an individual will protect himself or herself 
from a perceived threat. It also highlights how the unconscious can influence our 
actions and can help to preserve behaviours that are unhelpful to the individual.
Even though resistance is inevitable in therapy, it is a process that can be difficult to 
engage with because of the very nature of its purpose. The struggle of working with 
client and/or therapist resistance can test the strength of the therapeutic relationship 
and take both client and therapist into a space of uncertainty. However, the uncertainty 
is necessary as it creates confusion and unease which can encourage analysis and 
reflection, ultimately leading to change and adaptation. Therefore, resistance is an 
important process that allows client and therapist to gain self-awareness and insight 
that was lacking before experiencing resistance in psychotherapy.
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The therapeutic relationship in behaviour therapy: Bringing together 
technique and relationship and progressing towards an integrative
perspective
Introduction
One of the primary aims of psychotherapy is to help clients achieve therapeutic 
change and improvement (Ferrucci, 1982; Follette, Naugle & Callaghan, 1996; 
Goldfried & Davila, 2005; Meams & Thome, 1995; Rogers, 1961) and one 
therapeutic approach that works explicitly towards this goal is behaviour therapy. This 
approach is controversial because it focuses on behaviour change, using techniques 
and procedures to achieve this objective, while (historically) ignoring the use of the 
therapeutic relationship. Therefore behaviour therapy has a reputation for being 
mechanistic rather than relational in nature.
However, this essay evaluates the developments in behaviour therapy where the 
therapeutic relationship is now considered to play a fundamental role in the process of 
change. This is achieved through an initial explanation of the theory behind 
behaviourism and the importance of the therapeutic relationship, followed by an 
outline of the misconceptions and progressions in behaviour therapy. The use of the 
therapeutic relationship in a contemporary model is examined using a case illustration 
from the author’s clinical practice. The implications of practicing behaviour therapy 
for counselling psychologists are considered during the concluding paragraphs. 
Although this is a very selective examination of the title, it is hoped that this essay 
will provide an overview of the issues that are relevant to the topic.
The history of behaviour therapy
Behaviourism grew from a frustration with studying the mind through consciousness, 
using methods such as Introspectionism. This involved a highly disciplined technique 
for separating conscious subjective experience into basic elements such as sensations 
and feelings (see Gross, 1996). In contrast to the descriptive and interpretive nature of 
this approach, Watson (1913) emphasised scientific rigour through predicting and 
controlling behaviour. This new approach to the study of the mind laid the foundations
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for behaviourism, making psychology an objective science o f behaviour (Skinner, 
1957; Watson, 1913).
Consequently, the development of behaviour therapy involved bringing together the 
notions of the psychology of learning and the treatment of psychological problems, 
thus emphasising the experimental character of therapy (Schaap, Bennun, Schindler & 
Hoogduin, 1993). The methods used in behaviour therapy included behaviour 
modification through operant conditioning (Skinner, 1957). This involved positive 
reinforcement, which aimed to strengthen behaviour through techniques such as token 
economy. In this case, socially acceptable or desirable behaviour was rewarded with 
tokens, which could be exchanged for special privileges (Ayllon & Azron, 1968). 
Negative reinforcement involved the removal of an aversive stimulus to increase a 
particular behaviour, whereas punishment involved introducing an aversive stimulus 
to weaken behaviour and reduce the probability of the behaviour occurring again 
(Skinner, 1957).
Additional strategies used to extinguish maladaptive behaviours for adaptive ones 
included systematic desensitisation in the treatment of phobias. This method involved 
employing relaxation techniques alongside gradual exposure to the phobic stimulus 
(see Rachman & Wilson, 1980). To instigate rapid therapeutic change, flooding was 
used to expose clients to the phobic stimulus immediately rather than gradually 
(Wolpe, 1958). Many of the aforementioned techniques and principles are still used in 
current behaviour therapies.
The therapeutic relationship
Originating from the transference relationship in psychoanalysis, the therapeutic 
relationship, also known as the working alliance and therapeutic alliance, has gained 
prominence theoretically and empirically. It is considered to be a significant factor 
associated with therapeutic change, positive outcome and client improvement across a 
range of presenting concerns, diagnoses, treatment settings and therapeutic approaches 
(Catty, 2004; Frank & Gunderson, 1990; Gelso & Carter, 1994; Goldfried & Davila, 
2005; Greenson, 1967; Horvath & Luborsky, 1993; Horvath & Symonds, 1991; 
Messer & Warren, 1995; Orlinsky, Grane & Parks, 1994; Rogers, 1951; Strupp &
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Binder, 1994). Therefore, a connection exists between behaviour therapy and the 
therapeutic relationship, where the former pursues adaptive change and the latter is 
considered to influence it.
Alongside psychodynamic therapy, other models, such as humanistic psychotherapy 
cognitive behavioural therapy and integrative models, also acknowledge the 
usefulness of the therapeutic relationship (Catty, 2004; Clarkson, 1990; Rector, Zuroff 
& Segal, 1999). Therefore a pan-theoretical definition (Bordin, 1979; Catty, 2004) 
includes:
a) The collaborative nature of the relationship
b) An effective bond between client and therapist
c) An agreement between client and therapist on tasks and goals 
Behaviour therapy and the therapeutic relationship
In early publications on the practice of behaviour therapy, the therapeutic relationship 
was considered to be a neutral stimulus that had minimal relevance in terms of 
assessing treatment efficacy (Kohlenberg, 2000; Krasner, 1963; Lejuez, Hopko, 
Levine, Gholkar & Collins, 2005; Schaap et al., 1993; Sweet, 1984). Change was 
thought to occur primarily through methods used within classical and operant 
conditioning and therefore therapists were considered to be behavioural engineers who 
emphasised and prioritised technique rather than the therapeutic relationship (Follette 
et al., 1996; Schaap et al., 1993). The absence of this variable during the early phase 
of behaviour therapy can be explained by the fact that it was neither readily defined 
nor easily measured, which contravened behaviour therapy’s positivist framework and 
need to be scientifically rigorous (Goldfried & Davila, 2005; Schaap et al., 1993). 
Instead, the therapeutic relationship was relegated to ‘non-specific factors’ consisting 
of empathy, warmth and unconditional positive regard (Follette et al., 1996; Schaap et 
al., 1993), that were believed to be insignificant or less relevant than techniques 
emphasised in the therapy (Foa & Goldstein, 1980; Glasgow & Rosen, 1978; Sweet, 
1984).
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However, closer examination of the literature suggests that therapists did in fact use 
interpersonal qualities, such as rapport, empathy and compassion, when interacting 
with clients in order to work collaboratively and achieve goals. For example, previous 
research found that those who improved during therapy had established positive 
relationships with their therapists before the effective techniques were applied 
(Dollard & Miller, 1950; Martin, 1971; Rosenthal, 1980; Sweet, 1984; Wolpe, 1958). 
Morris and Suckerman (1974) found that systematic desensitisation carried out by a 
warm therapist (defined as demonstrating concern) was more efficacious in reducing 
phobic behaviours than a comparable intervention carried out by a cold therapist 
(defined as aloof or impersonal). Furthermore, in one study, behaviour therapists were 
rated highly on measures of empathy, level of interpersonal contact and genuineness 
when compared to psychotherapists from other theoretical backgrounds (Sloane, 
Staples, Cristol, Yorksoton & Whipple, 1975).
The above studies highlight that, historically, the role of the therapeutic relationship in 
the mechanism of change was likely to be minimised rather than nonexistent within 
behaviour therapy (Follette et al., 1996; Linehan, 1988; Norcross, 2002; Walker, 
Hedberg, Clement & Wright, 1981). This supports the view that a therapeutic 
relationship is necessary at a practical level to enhance the prospects of change and 
also suggests that it is consistent with the basic principles of behaviour therapy 
(Kohlenberg, 2000; Raue, Goldfried & Barkham, 1997). In order to explore this issue 
further, current innovations within this paradigm provide an explicit outline of the role 
and use of the therapeutic relationship. In addition, it is of particular interest to 
understand the nature and quality of a therapeutic relationship in behaviour therapy 
from the perspective of counselling psychology, which as a discipline, focuses on 
developing and maintaining a therapeutic relationship (Strawbridge & Woolfe, 2003).
Contemporary models of behaviour therapy
By acknowledging the interplay between technique and the therapeutic relationship 
(Gelso & Hayes, 1998; Goldfried & Davila, 2005), contemporary behaviour therapy - 
described as radical behaviourism (Follette et al., 1996; Lejuez et al., 2005) - places an 
emphasis on the relationship as an integral part of the process and progress of therapy,
38
whilst retaining a technical approach to therapy. The explicit inclusion of this variable 
in current behavioural therapies is likely to be influenced by the expanding empirical 
support for its role in therapeutic change. Current developments in behaviour therapy 
include Functional Analytic Psychotherapy (Kohlberg & Tsai, 1995) and Acceptance 
and Commitment Therapy (Hayes, Strosahl & Wilson, 1999). Another innovation 
within this paradigm, by Linehan (1993), is Dialectical Behaviour Therapy (DBT), 
which will be considered in this section.
Used predominantly with those suffering from Borderline Personality Disorder (BPD), 
the therapy has been successful in reducing life-threatening behaviours, such as 
suicide and self-harm (Linehan, Armstrong, Suarez, Allmon & Heard, 1991; Linehan, 
Schmidt, Dimeff, Craft, Kanter et al., 1999; McQuillan, Nicastro, Guenot, Girard, 
Lissner et al., 2005).
DBT is an integrative therapy, where the acceptance-based part of the treatment uses 
humanistic client-centred perspectives and Kohutian concepts, and the technical part 
of the treatment that aims for change uses behavioural and cognitive perspectives 
(Linehan, 1993). Through the concept of dialectics in DBT, the therapist takes a ‘both 
and’ position and aims to find the middle ground or synthesis between two extremes.
Linehan (1993), the originator of this model, highlights the importance of a positive 
therapeutic relationship as it enables clients to feel valued, accepted and cared for 
(Linehan, 1988). Furthermore, the quality of the therapeutic relationship can 
determine whether clients comply with therapeutic tasks, attend and are motivated to 
continue with the therapy when it is at its most challenging (Linehan, 1993). 
Therefore developing a strong and genuine therapeutic relationship (Linehan, 1993) 
can encourage clients to persevere with replacing high-risk, pervasive and entrenched 
behaviours, such as self-harm, for alternative techniques that are likely to be 
unfamiliar, such as observing thoughts via Mindfulness.
Combining technique and relationship
In order to develop a therapeutic relationship there is an emphasis on warmth and 
understanding through the use of validation. This is a very important component in
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which the therapist believes the client’s emotional, cognitive and behavioural 
responses or experiences (Linehan, 1993), thus resembling humanistic principles such 
as positive regard and empathy. At the same time, validation also requires a belief in 
the client’s capacity to change, therefore whilst there are times when a therapist may 
show understanding he or she may also continue to work on a specific goal in therapy.
For example, Miss Davis met criteria for BPD with generalised anxiety. During one 
session I  validated Miss Davis' experience o f feeling threatened by her friends. 
However, this led to a prolonged discussion about her interpersonal difficulties that 
increased her anxiety and diverted our attention away from completing a behaviour 
chain analysis we had started. This is where each step towards a maladaptive event is 
explored in terms o f thoughts, emotions, actions and sensations so that the client and 
therapist can consider introducing alternative skills at different points in the chain to 
avoid the event in the future. When reflecting on the events o f the session, my 
supervisor and I  concluded that I  needed to incorporate my validation with the task. 
Therefore, during the following session I  was able to do this by expressing that I  
understood how difficult it was for her and that therefore this made completing the 
chain and solution analysis even more important, in order to help her find  alternative 
ways o f coping. This approach helped us generate possible solutions, whilst allowing 
us to maintain the relationship.
Thus, validation can be important in building a rapport with a client; however, if used 
excessively it can prevent the client and therapist from finding effective ways of 
helping him or her to regulate emotions, thoughts and behaviour in threatening 
situations. This suggests that understanding may be important but it may also be 
limiting in terms of helping the client with BPD to overcome his or her difficulties. 
Therefore more solution-oriented strategies are also necessary for significant change 
to occur and these can be provided through the use of the therapeutic relationship, 
which enables the therapist to adhere to the ‘both and’ position.
Like many other behaviour therapies, DBT works towards identifying the problem 
behaviour and shaping more functional behaviours. Therefore the therapist can 
reinforce useful interpersonal interactions through providing praise, reduce counter-
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productive behaviours by failing to reinforce them (such as failing to respond), 
establish behaviours that are more useful and occasionally punish behaviours that are 
harmful (Schaap et al.., 1996; Horvath, 2000). This is described as contingency 
management, where the therapist’s responses are used to weaken or strengthen the 
client’s behaviour. In some instances, the most effective way of ensuring clients 
achieve their goals is withdrawal of the therapist’s warmth, good will and approval or 
withdrawal of therapy altogether in order to motivate clients to make greater efforts to 
show their commitment (Linehan, 1993). The justification for this from a behavioural 
perspective is that all relationships are considered to have a contingent quality 
including the therapeutic relationship, which if used appropriately, can help encourage 
positive changes (Linehan, 1993). Hence, techniques are used to regulate the 
therapeutic relationship in order to increase commitment to therapeutic tasks that are 
considered important in the process of change (Follette et al., 1996; Kohlenberg, 
Hayes & Tsai, 1993).
For example, Miss Davis found it challenging to commit to completing diary cards 
that are an essential part o f the therapy. The diary card provides useful information 
about behaviours that occur in the week that are maladaptive, such as a suicide 
attempt, and this is then chain analysed in order to find  solutions. Initially, we had 
problem-solved reasons why she could not complete the diary cards and, though I  
accepted her reasoning and validated her difficulties, it meant that it was challenging 
for us to work on skills and solutions that would help her. Her non-compliance with 
this therapeutic task halted progress in therapy because she felt the diary cards we 
filled in during the sessions were inaccurate and therefore she perceived any solutions 
we derived as imprecise and thus unsatisfactory. My supervisor and I  agreed that 
validating her difficulty was not increasing her motivation to complete diary cards 
and that therefore it might be more useful to withhold validation with the aim o f 
shaping Miss Davis’ behaviour towards committing to the task The next time she 
came without her diary card, I  focused less on validating her difficulties and, instead, 
emphasised the importance o f the diary card and the rational for using it, which 
included helping her attain her goals. Miss Davis agreed with my rationale and 
committed to completing diary cards, which she has sustained so far.
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In the above example, it was a useful intervention in helping the client to commit to an 
aspect of the therapy that was fundamental for progress. However the author of this 
essay was initially uncomfortable with the notion of using the therapeutic relationship 
in this way as it appeared to be ‘manipulative’ at the time. Two counselling 
psychologists were approached for their views on this issue. They stated having 
similar reactions to the author when initially using contingencies but found that, over 
time, this approach was important in helping clients overcome extreme maladaptive 
behaviours that blocked their progress in therapy. Therefore rather than manipulation 
they described it as a form of ‘persuasion’ required to help clients to change and 
survive.
The above clinical illustration outlines one aspect of the therapeutic relationship in 
behaviour therapy that greatly differs from other therapeutic models, as it can be 
employed as part of reinforcement. Other therapies that do not focus on observable 
change will use the relationship as an opportunity for experiential learning rather than 
for behavioural change (Rogers, 1951; Walker, et al., 1981). For example, humanistic 
psychotherapy promotes a non-contingent therapeutic relationship to avoid creating 
standards for the clients to live up to. Therefore this therapeutic approach does not aim 
to use the relationship to reinforce or shape the client’s behaviour (Follette et al., 
1996). As outlined earlier, in behaviour therapy, contingency will be applied when 
necessary and therefore the therapeutic relationship will be utilised as a technique that 
moderates change for the purpose of helping the client to achieve their goals (Linehan, 
1993; Walker et al., 1981). Consequently, although the therapeutic relationship is 
acknowledged by many, its use, function, implementation and conceptualisation will 
differ across therapeutic models. This may explain the reason for the ongoing 
discussion about the usefulness of the relationship and/or technique (Follete et al., 
1996; Walker etal., 1981).
Counselling psychology and radical behaviourism
Behaviour therapies such as DBT can be appealing for counselling psychologists 
because of the emphasis on the therapeutic relationship. In fact, highlighting the use of 
the relationship with tasks and technique suggests a move towards an integrative 
perspective. Such a synthesis requires the practitioner to work in a dynamic way using
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multiple skills. These skills can include an awareness of process, working in ways to 
develop and maintain the relationship, as well as working towards the goals for 
therapy by sticking to tasks and utilising techniques. Thinking in this multi­
dimensional way assists clients to learn skills that ultimately help them achieve self­
regulation and adaptive living. At the same time, it requires the practitioner to adopt 
an integrative stance, which is relevant to the practice of counselling psychology 
where many theoretical perspectives are considered, acknowledged and utilised.
Although there are many skills a counselling psychologist can gain when using a 
dynamic model such as DBT, it also raises the question about whether the use of the 
therapeutic relationship as reinforcement contravenes the humanistic values that 
underpin counselling psychology (Strawbridge & Woolfe, 2003). Although there are 
likely to be many arguments for and against the use of a ‘conditional’ therapeutic 
relationship, it is important for counselling psychologists to be aware of the different 
ways in which it is used and to consider whether these ways fit their personal values 
and professional ethos. This promotes reflective practice and encourages professional 
development that counselling psychologists prescribe to as ethical practitioners.
Conclusion
It is evident that the therapeutic relationship has become a vital part of behaviour 
therapy, suggesting a greater acknowledgement of its role in the process of therapeutic 
change. The contingent aspect of the therapeutic relationship within DBT suggests 
that the therapy is able to find a middle ground between using a relational process 
whilst retaining a change oriented approach associated with the behavioural paradigm. 
For counselling psychology, DBT offers the practitioner the opportunity of developing 
and maintaining a validating relationship as well as using it as a technique to reinforce 
behaviour. Therefore such an approach requires versatility in therapeutic skills in 
order to maintain the therapeutic relationship whilst endeavouring towards change, 
thus requiring an acknowledgement of, and reflection on integrative practice.
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INTRODUCTION TO THE THERAPEUTIC PRACTICE
DOSSIER
This dossier contains descriptions of the clinical placements I attended during my 
three years of training, with a summary of the context, the client populations and 
activities conducted within the placements. This section also contains my Final 
Clinical Paper in which I describe my journey of professional development and 
personal growth as a practitioner.
Where clients are discussed, pseudonyms are used and information has been either 
changed or omitted to preserve confidentiality and anonymity.
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DESCRIPTION OF CLINICAL PLACEMENTS
First year placement
During my first year I worked in two separate services, under the supervision of one 
counselling psychologist who was based in both departments. Both services were part 
of a large Mental Health NHS trust in an ethnically diverse part of London.
The first setting was a specialist outpatient eating disorders service in a hospital, 
where referrals were received from Community Mental Health Teams (CMHT). The 
multi-disciplinary team at this service consisted of psychologists, psychiatrists, family 
therapists, dieticians and nurses, who provided medical and psychological services for 
individuals suffering from a range of eating disorders. Different therapeutic 
approaches were used in this setting including psychodynamic therapy, cognitive- 
behaviour therapy and systemic therapy. I saw one client in this context and used 
principles of humanistic person-centred psychotherapy to inform my practice. 
Additionally I attended meetings with other team members to review client issues.
The second setting was a large GP surgery which formed part of an NHS Primary 
Care Trust (PCT). Two psychologists offered therapy to clients referred by GPs in the 
surgery. Clients from a variety of socio-economic, educational and ethnic 
backgrounds were referred and their predominant presenting concerns were mild to 
moderate anxiety and depression. I saw clients for one-to-one weekly therapy sessions 
and also co-facilitated some couple sessions with my supervisor. My work was 
informed by the principles of cognitive behavioural therapy and I offered short and 
long-term contracts depending on the perceived severity of the presenting concerns. 
Supervision involved presenting my client work, issues and concerns and considering 
ways to progress in therapy.
In this setting I also attended referral meetings and conducted assessments under 
supervision. I wrote assessment and discharge letters that were sent to the client and 
referrer and presented these clients at an assessment and treatment service which was 
responsible for the psychologists working in the PCT. In these meetings the team
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considered referrals and assessments, made decisions about suitable treatment options 
and possible referrals to other more specialist services in the locality.
For each year of training, supervisor evaluation reports were written and submitted to 
the course team to monitor development. Log books were kept of my clinical practice 
for all placements, detailing content of my work experience with all clients. In order to 
assess my therapeutic practice, several process reports and client studies on work with 
particular clients were written throughout my training. Appropriate steps were taken to 
ensure confidentiality.
51
Second Year Placement
During this year of training I was based at a secondary care NHS outpatient 
psychotherapy department, within a hospital setting in Surrey. Referrals to the service 
were made by GPs and the local primary care mental health team (PCMHT). Clients 
were predominantly from a white middle class background and were referred with 
severe and enduring mental health problems ranging from depression to personality 
disorder.
I saw clients for long-term individual psychodynamic psychotherapy on a weekly 
basis. I attended both individual and group supervision as part of my training where 
there was an emphasis on conceptualising client issues using psychoanalytic theory. 
As part of my work, I liaised with referrers about the care of my clients, especially 
those that were suicidal. I also attended seminars in the hospital throughout the year, 
on issues related to psychiatry and mental health and attended a conference at the 
Institute of Psychoanalysis, which included lectures on attachment across the life 
span.
Alongside my psychodynamic training I also worked in the weekly systemic couples 
and family therapy clinic at this service. Referrals were made by the PCMHT when a 
family member was suffering from a severe and enduring mental health problem. 
Presenting concerns ranged from depression to psychosis. Families were seen once 
every three to four weeks and contracts were either short or long-term depending on 
the families’ presenting concerns. The team consisted of two qualified family 
therapists, one psychoanalytic psychotherapist and one psychologist. Families were 
seen by one team member while the rest of the team (known as the reflecting team) 
were in an adjacent room and viewed the session from a two-way screen. Team 
members could highlight themes or suggest interventions via a telephone link with the 
therapist working in the room with the family. Interventions included swapping rooms 
with families, so that they could observe discussions between the team about the 
family dynamics. The team used live supervision where themes, issues and reactions 
were processed as the session took place.
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Third Year Placement
My final year placement was in a specialist Borderline Personality Disorder (BPD) 
service within the NHS. This tertiary service offered Dialectical Behaviour Therapy 
(DBT), which is an evidenced based treatment for this client group. The department 
was based in a cosmopolitan part of London with a diverse ethnic population. The 
therapy has four main modes of treatment within which therapy is delivered. In 
keeping with the first mode I offered long-term contracts for individual therapy where 
problematic behaviours were analysed. The second mode I delivered was weekly 
psycho-educational skills training in both group and individual contexts. I co­
facilitated the group with a qualified psychologist where we taught four skills 
modules, outlined in the training manual for DBT, in a didactic fashion. Role plays 
and activities were also used to illustrate aspects of the skills, which are aimed at 
teaching clients ways to manage high emotional states and difficult scenarios in their 
lives. I also offered individual skills training to those who were unable to attend the 
group. The third mode of treatment I offered was email and/or telephone consultation 
where clients could ring me during office hours on the days I attended placement. This 
enabled us to discuss suitable skills for the client to use during crisis periods. The 
fourth mode was attending consultation meetings with fellow therapists where client 
issues were raised and skills and ideas were proposed.
Liaison with mental health professionals in the trust was often required when co­
ordinating clients’ care. This meant attending Care Programme Approach (CPA) 
meetings, liaising with inpatient services and professionals involved in the health and 
social care of my clients. Supervision took place on a weekly basis where client issues 
were discussed. My supervisor listened to tapes of sessions to monitor my practice and 
made suggestions on ways to apply the DBT framework. I also wrote behavioural case 
conceptualisations to monitor my understanding of the client’s issues. Additionally, I 
conducted assessments under supervision when using a diagnostic tool (Structured 
Clinical Interview for DSM IV AXIS II Personality Disorder- SCID II). I attended 
fortnightly business meetings where developments in the trust, and their implications 
for the service, were addressed. At the service, I also co-presented a seminar on 
suicide and self-harm within the Black and Ethnic Minority community.
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FINAL CLINICAL PAPER 
Leaving the shore: A journey of personal growth and professional 
development
“Out beyond ideas o f wrong doing and right doing, there is a field; III  meet you
there. ”
Rumi (as cited in Lewis, 2000: 230)
Introduction
When reviewing my experiences over the last three years, and my development as a 
practitioner, I am aware that alongside professional development there has been great 
personal growth. This has occurred through negotiating the similarities and 
differences between models, perspectives and theories. Finding the field described by 
the quote above has been complex, and thus, this paper illustrates some of the 
struggles, tensions and juxtapositions I have negotiated and encountered during my 
process of learning. In order to capture my experiences during my training, I have 
used the imagery of venturing into the sea whilst seeking out the shore. This is 
because I have compared my journey to playing in the sea for the first time: being able 
to experiment in shallow waters and breaking small waves with new movements, 
whilst realising that living waters can be turbulent at times. Hence, I have also used 
quotations that summarise my experiences for each year of training, which, in many 
ways, represent the times when I have stayed on land, because like the sea that laps 
onto the shore, I have returned to the waters edge seeking respite and opportunities for 
reflection and consolidation. Thus, my movements between land and sea encapsulate 
my process of change and development as a counselling psychologist and as an 
individual. To illustrate this, I cite key clinical examples throughout the paper and 
outline the lessons I have learned from each year, in order to summarise some of the 
experiences that have shaped me as a practitioner. By ending with a discussion of core 
aspects of my practice I aim to provide an overall sense of my approach to therapy. As 
I revisit old territory and discover new waters I invite you, the reader, to share in this 
process by using your imagination, experience and wisdom.
54
Testing the waters
The real voyage o f discovery consists not o f seeing new landscapes, hut in having new
eyes.
Marcel Proust, n. d.
During my first year of training I was excited about starting the course and felt 
extremely stimulated by the new ideas I was learning. At the same time, I was 
uncertain about whether I would sink or swim, because of being introduced to two 
models of therapy this year. Therefore part of my journey involved checking the 
temperature and depth of the water, and following the footsteps of others due to my 
‘trainee’ status. However, there was a period where I found myself caught in a 
whirlpool of conflicting currents, with a tension between being compliant to the will 
of others and attempting to work independently. Thus my ‘new eyes’ witnessed some 
necessary storms.
Context and compliance
This year was characterised by experiencing and attempting to manage strong 
emotions, those of clients and my own. This was evident in my work with my first 
client, where I used a humanistic framework in a medical setting.
Miss Jones suffered from an eating disorder and features o f Borderline Personality 
Disorder (BPD). She was referred for individual therapy, whilst receiving other 
treatment in the department. Difficulties arose from the outset when trying to provide 
non-directive, person-centred therapy, which my supervisor espoused, in an 
environment that was dominated by the medical model and which prioritised 
addressing symptoms. I  was in a state o f ‘incongruence’ (Rogers, 1957) when 
learning that my client was well known to the team and described in unsympathetic 
terms as ‘manipulative \ I  fe lt caught between wanting to provide the core conditions, 
believing in her actualising tendency or potential for growth (Kirschenbaum & 
Henderson, 1994; Mearns & Thorne, 1996; Rogers, 1957) while also considering her 
to be unchangeable ’ based on the views o f more experienced practitioners. I  
considered the process o f labelling an oppressive act when coming from a humanistic
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perspective where “human development is seen in a positive light in terms o f growth 
and growth potential’’ (Biermann-Ratjen, 2003: 119), rather than limited by 
pathology (McLeod, 2003; Schmid, 2003). In many ways I  fe lt as though her 
phenomenological experience was being ignored. Therefore I  decided to ‘be with’ my 
client through the therapeutic relationship (Schmid, 2003).
However, during sessions I  was overwhelmed with anxiety and would often feel as 
though I  was stuck in a whirlpool o f confusion. I  now realise that these experiences 
were part o f projective identification (Klein, 1959), where, like my client, I  too was 
confused and anxious during this period. I  attempted to process these powerful 
emotions and experiences with my supervisor but found that chaos and powerlessness 
(themes in my client’s material) were also present during supervision as part o f a 
parallel process. Frequently, I  felt caught between my supervisor and Miss Jones. In 
supervision I  was encouraged to offer congruent interventions to challenge my client’s 
avoidance o f her emotions, while Miss Jones would predominantly ignore my 
interventions, enter into monologues about the meaning o f life and would forget to 
attend sessions. The double bind (Bateson, Jackson & Haley, 1956) I  experienced was 
like being caught in an undercurrent whilst being at the mercy o f the tide.
I managed to stay afloat by discussing my experiences in personal therapy and in 
supervision at University. I also found containment through reading humanistic 
theory, such as the seven stages o f process outlined by Rogers (1961) where progress 
in therapy was considered to be gradual. As I felt understood and contained by others, 
I felt more able to understand the underlying dynamics occurring between Miss Jones 
and I. For example, I considered the possibility that her need to control sessions was 
influenced by a fear of being abused, controlled or criticised by me. Through this 
process of analysis, I felt better able to provide the core conditions of empathy and 
positive regard (Rogers, 1961), as well as offering more congruent interventions. This 
meant I was more present in the room than before, signifying that I was stronger and 
better able to sit in the whirlpool with Miss Jones, and less afraid of being dragged 
down. I also felt more connected in the therapeutic relationship, which had a great 
impact on our work as Miss Jones began acknowledging my interventions. Despite 
having periods of hopelessness about our work, this shift may have occurred because
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of my perseverance with the therapy and my belief in her actualising tendency, unlike 
the culture of the context around us. Thus, gradual change was possible in small steps.
Lessons learned
Though each client is different, and tolerating difficult emotions is likely to be an 
ongoing learning process, I took away some valuable lessons such as using 
supervision and personal therapy to explore, acknowledge and understand the 
dynamics surrounding a client. I considered how therapy was challenging to deliver 
when the context and culture of the environment clashed with the philosophy 
underpinning the therapy. I now realise that my process of change from dependence to 
independence involved treading water that was filled with strong emotions under the 
surface. These experiences provided fruitful insights, material and direction for my 
research at the time, where I explored ideas of power, control and dissonance 
(Festinger, 1957).
Beginning to swim
“Wisely and slow, they stumble that run fast. ”
William Shakespeare (as cited in Craig, 1957: 38)
In my second year of training I played more freely in the sea while developing and 
understanding the different forms and ways of being in relationships both therapeutic 
and personal. I was swimming in new waters by moving out of my family home and 
closer to the course. This represented a significant change in the existing relationships 
in my life. Changing to a psychodynamic psychotherapist in my personal therapy 
meant developing a new significant relationship. In addition, themes of compliance 
and its role in developing and sustaining relationships emerged in my research when 
participants spoke about their views of the therapeutic relationship.
The theme of relating was also significant during my placement where I immersed 
myself in theories of object relations (Bion, 1962; Fairbum, 1940; Guntrip, 1971; 
Klein, 1959; Kohut, 1977; Winnicott, 1965). Like the year before, I was introduced to 
two models (systemic and psychodynamic) during this placement. Both focused on
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interactions and relationships, thus complementing one another. Furthermore, by 
developing a strong bond with my supervisor and members of the family therapy team 
I was able to learn from experienced practitioners through a process of ‘scaffolding’ 
(Bruner, 1966; Vygotsky, 1978). This involved being told to ‘put the books down’, 
working ‘wisely and slowly’, as outlined from the quote above, and instead watching 
the ripples in the waves as the dynamics in therapy unfolded. Some of the important 
‘swimming strokes’ I learned are outlined below.
Theory and practice
During this year of training I learned not only about theory but also about how to put 
this into practice with a greater awareness than I had the year before. My 
psychodynamic training taught me the value of developing formulations to inform 
interventions and understand my client’s experiences. This involved considering the 
client’s history, presenting concerns and who I might represent within the 
transference. However, during the initial stages I found that one formulation my 
supervisor and I generated was restrictive.
Miss Hewitt was referred for anxiety and panic, and my supervisor and I  focused on 
her past experiences o f rejection and emotional deprivation, to account fo r her 
current anxiety and emotional avoidance in therapy. Within our formulation we 
neglected to recognise the significance o f her current life events, which included a 
period o f uncertainty in her life following a transition in her career and relationships. 
By focusing on my formulation in terms o f her past experiences I  now realise that it 
created a greater distance between us and undermined the development o f a 
therapeutic relationship. Therefore, like her parents, we repeated a pattern o f 
ignoring her current experience. I  believe this, alongside her reluctance to discuss her 
emotions, contributed to her early termination o f therapy.
I found that my systemic training helped me broaden my understanding of the use of 
formulations in my clinical work. I learned to consider them as flexible, fluid and 
adaptable as new themes and dynamics emerged in therapy. I enjoyed working in this 
way because it taught me to develop hypotheses that needed to be tested. This suited
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the ‘psychological’ part of me that saw these formulations as possibilities rather than 
actualities.
My appreciation of the unconscious (Sandler, Dare & Holder, 1992) developed 
through noticing my countertransference reactions and intrapsychic processes. This 
enhanced my self-awareness and was an extremely useful tool with some clients as it 
enabled me to identify themes and patterns occurring between us, by trusting my 
internal process and going beyond client self report. It also meant monitoring my 
reactions much more closely.
Developing awareness of my countertransference was facilitated by the calm and 
nurturing approach my supervisor and personal therapist took as I ventured into 
unknown waters. Through discussing my emotional reactions freely, in both spaces, I 
was encouraged to reflect upon whether my countertransference was part of role 
responsiveness (Sandler, 1976: Sandler et a!., 1992). This enabled me to consider 
whether I adopted the projections from the client unconsciously by enacting a role or 
whether my reaction was related to my own material. Therefore, rather than locating 
dynamics purely within the client I viewed therapy as a mutual and inter subjective 
endeavour, within which we both had an impact on one another (Aron, 1996).
This view complemented and was influenced by my systemic training, as I was 
encouraged to reflect on factors that influenced my perspective. These included 
considering my world-view and my experiences of being in a family (such as being a 
daughter and a sister), as well as thinking about my culture and how this influenced 
my interventions, views or reactions to sessions as we observed them through a two- 
way mirror. Working in this way helped me to develop greater self awareness as a 
reflective practitioner (Schon, 1987). Furthermore, the team’s social constructionist 
stance meant all views contributed to an understanding of the family’s presenting 
concerns. Thus I learned to be open to other peoples’ perspectives when they differed 
from mine. In this ‘free thinking’ environment a theoretical integration (Assay, 
Lambert, Gregerson & Goates, 2002) was espoused, which meant that different 
languages were used to describe similar processes.
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For example, the Martin family consisted o f Mr and Mrs Martin and their son 
Michael, who suffered from an eating disorder. As therapy progressed the team 
observed that whenever there was a focus on Mr and Mrs Martin’s relationship, 
Michael would either intervene or appear rejected. One family therapy team member 
described Michael’s reaction as part o f an unresolved oedipal complex (Freud, 1953), 
where there was a confusion o f roles between the father and son. Others in the team 
saw this as part o f ‘triangulation ’ (Minuchin, 1974), where Michael was easing the 
tension between his parents by intervening and trying to take control o f their 
relationship, both verbally and in terms o f his eating disorder. Therefore we 
considered that by staying at home rather than developing an independent life, 
Michael may have avoided developing his own relationship due to unresolved oedipal 
issues. This also allowed the parents to avoid discussing issues and difficulties within 
their relationship. Hence, one perspective highlighted past traumas and the other 
translated this into current functioning.
I enjoyed working in this way because it allowed me to utilise different psychological 
and psychotherapeutic frameworks when creating a formulation about a client or 
family. This appealed to me as it acknowledged the individuals diversity and moved 
away from trying to fit individuals into neat boxes. Working with systemic ideas also 
influenced my psychodynamic practice and enabled me to make interpretations that 
included the client’s familial, cultural and social background.
For example, when seeing Mr Harris for individual psychodynamic therapy I  adapted 
my formulation over time, as I  began to realise that living with his grandmother after 
his separation from his partner, contributed to his depression, as men were supposed 
to be independent. By going beyond the dyadic relationship o f therapy and 
considering both his current psychological state and the discourse around the role o f 
men within his family culture, we explored his role as a father, son and partner, in 
order to understand what might be facilitating his current depression.
Lessons learned
Using both psychodynamic and systemic theory and technique gave me a broader 
understanding of processes occurring between and within people. During the year, my
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experience of formulating taught me to make tentative suggestions, with a focus on 
generating hypotheses that were experientially based and relevant to the client on an 
individual and group level. This experience enabled me to develop and strengthen my 
internal supervisor (Casement, 1995), especially as I was honest about my mistakes 
and countertransference during supervision. I was encouraged to process, reflect, and 
understand to be able to overcome, as part of ethical and professional practice. I was 
able to work in this way because of the constructive modelling and calm and nurturing 
realm in which I was learning during this clinical placement. Therefore I was able to 
stray away from the shore and experiment in the water, feeling the ebb and flow of the 
tide’s ripples and withstand waves that came towards me in the knowledge that they 
would eventually pass over me.
Facing the waves
A man must consider what a rich realm he abdicates when he becomes a conformist.
Ralph Waldo Emerson, n. d.
Having had some experience of swimming in shallow waters and a new found 
independence and confidence as a practitioner, I decided to take on greater challenges 
during this year of training by working in a specialist service for clients with BPD. My 
motivation to work with this population was based on strong emotions in my 
countertransference when working with clients meeting criteria for this disorder, prior 
to, and during my training. One example of this was my work with Miss Jones. 
Therefore, I was keen to enhance my capacity to contain my emotions whilst gaining 
experience of an approach that was considered effective for this client group.
Another motivation for coming to this service was the model itself. With the end of 
the course in sight, I wanted to account for the whole as the sum of its parts, and 
create a holistic perspective (Levins & Lewontin, 1985) by finding ways of 
connecting the different models and approaches I had worked with. I thought I could 
achieve this through learning the principles and practices of Dialectical Behaviour 
Therapy (DBT) by Linehan (1993a; 1993b), as it was considered an eclectic model, 
incorporating humanistic psychotherapy, psychodynamic and behavioural principles
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(Scheel, 2000; Swales, Heard & Williams, 2000). The therapy had a structured 
framework to help clients overcome severe maladaptive behaviours, such as suicide 
and self-harm (see Feigenbaum, 2007; Smith & Peck, 2004; Swales et al., 2000) 
where individual sessions had a pre-determined format. This included analysing 
events in the client’s weekly diary card and suggesting skills and alternative 
behaviours to minimise the risk of the event occurring again (Swales et al., 2000).
The therapy acknowledges polar opposite states through the concept of dialectics 
where thesis and antithesis (Goldberg, 1980) represent the two polarities at different 
ends of a spectrum. Working towards a middle ground between these two positions is 
achieved through taking a ‘both and’ position to reach a synthesis. I related these 
processes to a framework I knew well, such as splitting outlined in psychoanalytic 
theory and the move from the defensive paranoid schizoid position to a more balanced 
depressive position (Klein, 1959). Therefore DBT appealed to the part of me that 
craved integration (as outlined in the introduction to the portfolio), the part that had 
been caught between polarities during my training, in search of the field that Rumi 
refers to. In order to achieve this, during the initial stages, I engaged with the model 
wholeheartedly and stayed nearer to the shore in order to learn. However, when 
entering the water, the waves were bigger than before and their force emulated those I 
had faced in my first year. Thus, as outlined in the quote above, themes of 
compliance, independence and control featured once again.
Dialectical dilemmas
The difficulties surfaced mid-way through the placement as I oscillated between being 
convinced by DBT and becoming frustrated by the prescribed format in which the 
therapy was delivered, which felt restrictive and inflexible at times. Hence, I found it 
difficult to be both change oriented and collaborative, and therefore struggled with 
one of the main dialectics in DBT between accepting reality in the moment whilst 
being willing to work towards change (Feigenbaum, 2007). I also found it difficult to 
stand back from the processes occurring in the session and feared that I had lost my 
capacity to reflect because of learning and implementing techniques that focused on 
‘doing’ and ‘changing’. During this time, I was caught between ideas of right and 
wrong, as outlined by Rumi, where my ‘critical superego’ told me I was failing to be
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‘DBT adherent’. This view was reinforced by observing members of the team being 
inflexible and punitive in the face of suggestions and insights that differed from the 
DBT framework. Hence, the culture of this environment differed from the one I 
experienced during the previous year where other perspectives were welcomed. 
Hence, my process of change and adapting to a new environment and new model left 
me feeling uncertain at times. These dynamics and dilemmas were also prevalent in 
my clinical work with one client who wanted to change but experienced the process as 
persecutory.
Mr Knight had a history o f abuse and was referredfor high anxiety and social phobia. 
As he was not referred directly to the personality disorder service and was not offered 
DBT by the assessor, my supervisor and I  agreed that an integrative perspective 
would be suitable to meet his complex needs. To work towards anxiety management in 
social situation, his treatment plan included cognitive behaviour principles to address 
his social phobia (Wells, 1997) alongside skills outlined in DBT (Linehan, 1993b). 
Due to the severity o f his symptoms Mr Knight often found it difficult to focus on the 
task at hand and would therefore speak tangentially during sessions, jumping from  
topic to topic. My supervisor role-played possible interventions and recommended 
that I  ’block’ Mr Knight’s patterns o f communicating by re-orienting him to the task. I  
introduced this technique, despite my uncertainty about whether it would be an 
effective intervention with a client who feared being controlled and exploited. 
Through reorienting Mr Knight to the task and setting an agenda we reached a 
therapeutic impasse, where he stated feeling ‘unheard by me ’ and described me as a 
‘headmistress ’, while I  remained focussed on the task and lost sight o f the necessity 
for collaboration.
My supervisor and I agreed that I stuck to my agenda too rigidly during this session 
and that this was out of the frame of reference of the client. Therefore I was at the 
change end of the dialect.
Creating a synthesis
This impasse was beneficial, as it forced me to face my internal dissonance and 
incongruence and address my lack of ownership over my work during this session.
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During personal therapy I reflected on feeling controlled by my supervisor, when she 
encouraged me to offer structured interventions that I was reluctant to implement, and 
that this was part of a parallel process that was in keeping with the client’s history. I 
also considered how ignoring my instincts, and blindly offering interventions when I 
was uncertain of their benefit, contributed to, and strongly maintained the dialectic of 
control and powerlessness. I realised working in this way was not necessarily in the 
best interests of the client or my self-esteem as a practitioner, especially as this 
approach did not work in the case of Mr Knight. These reflections gave me the 
impetus and motivation I needed to work more independently where I was able to trust 
my experience of my client and my knowledge of CBT and DBT. Thus, I reached a 
dialectical synthesis and took a ‘both and’ position by aiming to work more 
collaboratively with my client and using supervision to discuss the appropriateness of 
possible interventions whilst acknowledging my internal supervisor (Casement, 1995).
This led to a shift in my work with Mr Knight such that we were able to be congruent 
about our experiences during the session. He stated resenting the structure and I  
admitted that my approach was unhelpful to him. From this discussion I  became more 
flexible and collaborative in my approach, as I  focused on working ‘with ’ Mr Knight 
rather than working for ’ him, where we explored more appropriate ways o f orienting 
him to the task We developed a greater rapport and working alliance (Clarkson, 
2003), which was partly due to trust, safety and connectedness. For example, I  used 
selfinvolving self disclosure (Linehan, 1993a), by sharing examples ofperiods when I  
was anxious and used skills such as Mindfulness. Mr Knight said he found it 
reassuring to know that I  also experienced anxiety and that I  was able to alleviate this 
by using the skills I  was teaching him. This led to his keen interest in using the 
techniques to help regulate his emotions, which he was previously apprehensive about 
using. I  also used humour in our work, which represented a shift from being a 
‘headmistress1 that was task and technique oriented to being a human being that he 
could relate to.
A parallel process ensued in supervision and I was able to discuss my struggles with 
reaching a synthesis. My supervisor was extremely validating stating that she had 
noticed that I went through a phase of being compliant in supervision. The discussion
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I had with my supervisor was an extremely valuable one as it challenged my critical 
superego that thought I ‘should’ comply. It also freed me to think about the systemic 
issues where the team might have held some of the emotions for the clients they saw. 
During personal therapy I also considered how compliance is an extremely functional 
process when working with others and when going through a change process; 
however, in my experience it also blocked the part of me that was independent and 
confident in my work. Therefore the rich land I abdicated, as outlined in the quote 
above, I did unknowingly. This may represent my approach to learning a new and 
very structured model and is likely to reflect my reaction to uncertainty.
Subsequently, my skills as a practitioner have evolved, where in my current practice 
of DBT I feel able to use the clients’ information and weave this into the tasks of the 
sessions. This facilitates working with the client and within the framework of DBT. 
Adopting the role of consultant and ‘cheerleader’, as outlined by DBT, and using 
principles such as acceptance and validation of clients’ issues, views and experiences 
(Linehan, 1993a), complements my belief in their capacity to change and has 
enhanced my understanding, and use of, advanced empathy (Meams & Thome, 1996). 
Furthermore, my attention to process has diversified to include sharing process 
comments and observations of in-session behaviour with clients in a sensitive way to 
facilitate their self-awareness. This method enables me to work more collaboratively 
(Strawbridge, 2006) and be attuned (Winnicott, 1965) to clients by focusing on their 
possible emotions and experiences in the moment as well as reflecting on my 
reactions. In many ways adapting my skills represents my process of synthesis, which 
is evident in the following clinical example.
One client I  see for DBT has a history o f abuse, suicide and self-harm. One o f her 
difficulties was managing emotions, such as anger, which usually led to domestic 
conflicts and avoidance o f therapy. During the beginning o f one session, I  sensed that 
she was angry with me and by highlighting her meta-communication, which included 
periods o f silence, tense body language and a loud tone o f voice, I  was able to bring 
out the ‘elephant in the room ’ and open up the discussion about her anger towards 
me. Her resentment was based on what she described as “having to attend the session 
because you forced me ”. This client phoned to cancel the session earlier in the day
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because o f a domestic conflict that she said she was overwhelmed by. Rather than 
agree that she should cancel, I  suggested some skills and encouraged her to attend by 
saying it would be useful for her to come so we could problem solve her current issue. 
She agreed to this at the time.
Though my client was highly emotionally aroused during the session, I  responded 
calmly by taking a *both and1 position rather than withdrawing as I  may have done in 
the past. I  showed empathy and used validation by stating that I  understood her 
reaction, “especially as you fe lt forced, though that was not my intention and I ’m 
sorry i f  that is how it came across”. At the same time, I  stated appreciating her effort 
to come despite how she had fe lt and that by encouraging her to attend we would be 
better able to address her current concerns. She calmed down after hearing this and 
stated that she could understand the rationale for coming to sessions but found it 
difficult to control her anger at the time due to other issues. I  validated her current 
difficulties and we went on to discuss suitable skills to reduce her emotional arousal 
in order to help her with her current circumstances and to help her attend sessions. 
Later in the session she stated that she was glad she came and appreciated being 
listened to.
This example illustrates that showing empathy and understanding was important for 
this client, and also illustrates my development as a practitioner such that I was able to 
tolerate the difficult emotions in the room, validate her position, whilst staying true to 
my intervention by encouraging her to engage with therapy.
Theory, research and practice
In addition to the above, there was a synthesis between the theory I was learning, the 
research I was conducting and the therapy I was practising where I was able to 
conduct my research in this department. Consequently, I familiarised myself with the 
evidence base for DBT and used a critical lens (McNeil, 2006; Mezirow, 1990; Schon, 
1987; Strawbridge & Woolfe, 2003), when reading the literature on the effectiveness 
of DBT from the perspective of its supporters (Linehan, Heard & Armstrong, 1993; 
Palmer, Birchall, Damani, Gatward, McGrain et al., 2002) and its critics 
(Blennerhassett & O’Raghallaigh, 2005; Scheel, 2000). Thus, I was able to understand
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the evidence base whilst realising its limitations. For example, though I acknowledge 
the insights that can be gained from evidence-based treatments I also have a great 
appreciation of practice-based-evidence. In the case of Miss Davis, my first DBT 
client, the therapy was ineffective in helping her overcome her severe anxiety and 
incidence of self-harm. There was a sense that my supervisor and I tried to fit the 
framework of DBT to the client, which was reminiscent of my work with Miss Hewitt. 
Although Miss Davis had a complex presentation, where she met criteria for multiple 
anxiety disorders as well as BPD, this experience outlined how manualised treatments 
with an evidence base do not always reflect the needs of the individual (Seligman, 
1995). Therefore, it is important for me to also utilise my internal supervisor 
(Casement, 1995) as a ‘reference point’ and guide when working with clients to 
provide therapy that is relevant to the individual rather than purely based on a 
prescribed model.
Lessons learned
Although the above examples outline my difficulties with my process of change and 
adaptation in a new environment, being lost in the dynamics was an important part of 
my learning experience as it taught me to be more ‘radically genuine’ (Linehan, 
1993a) or congruent (Meams & Thome, 1996) during challenging periods. Now my 
critical superego and ideas of wrong-doing and right-doing are less important than my 
capacity to reflect and learn from the process. This outlook represents ‘finding my 
field’, which has helped me to accept the here and now as well as endeavour towards 
change through collaborative working.
So who am I as a counselling psychologist?
As outlined in the introduction to the portfolio the question ‘who am I?’ is one that I 
have contemplated during significant periods in my life. This is a difficult question to 
answer definitively due to the many diverse experiences I have had whilst training. 
Therefore, like the profession of counselling psychology, the sea and the shore, there 
are many aspects to my professional identity that are changing and that I am still 
discovering. I see this as part of an ongoing process, which reflects the nature of a 
flexible and ever-evolving profession.
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Thus, I have an appreciation of all the models I have been introduced to as they have 
contributed to my therapeutic practice. In particular I have valued my systemic and 
psychodynamic training because of the attention to process issues and use of self. I 
also value my DBT experience because it has taught me that though structure can be 
overwhelming to adhere to, as is evident from my experiences, if adapted to meet the 
needs of the individual (Arkowitz, 1992; Seligman, 1995) it can provide a framework 
to understand the chaos, in an attempt to overcome it.
There are also fundamental aspects of my practice that I consider when working with 
others. These include endeavouring to provide a helping therapeutic relationship 
(Strawbridge & Woolfe, 2003) that is collaborative in nature in order to facilitate 
change (Chatoor & Krupnick, 2001; Rogers, 1957). By monitoring the 
phenomenological experience of the client I intend to be adaptable in my approach 
whenever possible. To facilitate this, within my practice I work towards having 
changeable formulations to guide my work and understanding of client issues, thus 
appreciating the individual’s process of change. At the core of my work and 
underpinning these factors is my capacity to reflect on issues occurring in and around 
me in order to generate understanding. Through a process of reflection I also aim to 
own my mistakes in order to grow and thrive as a professional and utilise supervision 
in its many forms, from informal discussions with colleagues and peers to more 
formal discussions as part of ethical and professional practice.
Concluding remarks
One does not discover new lands without consenting to lose sight o f the shore.
Andre Gide, n. d.
As I finish this paper I come to the end of a very significant journey. Though there 
have been difficulties and tensions, they have been a necessary part of my growth, as 
such experiences have always challenged me to be aware of myself as a person and 
now as a professional. Therefore, being caught in the waves has in many ways made 
me a stronger swimmer. At the same time, nurturing experiences have helped me feel
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confident to move away from the safety of land and further out into the sea to expand 
my horizons, swimming freely and more independently. Though many of my 
experiences are missing from this narrative and are still being processed, I see the 
journey behind me as merely a drop in the ocean. So, as I leave the shore further 
behind, and view the journey ahead I realise that there are other seas, and lands, 
waiting to be explored.
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INTRODUCTION TO THE RESEARCH DOSSIER
This dossier includes three pieces of research completed during the three years of 
training. The first of these is a literature review examining the concept of compliance 
and its implications on the development of the self of the individual attending 
psychotherapy. The second paper is an Interpretative Phenomenological Analysis 
exploring the role, function and possible implications of compliance from the 
perspective of integrative practitioners. The final piece of research is a qualitative 
study exploring reasons for engagement with Dialectical Behaviour Therapy from the 
perspective of service users meeting criteria for Borderline Personality Disorder. A 
qualitative research methodology, using principles outlined in the data display 
approach was used in the analysis of data.
Where participants, services or service providers are discussed, pseudonyms are used 
and information has been either changed or omitted to preserve confidentiality and 
anonymity.
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TO THINE OWN SELF BE TRUE: COMPLIANCE AS A 
DEFENCE AGAINST THE DEVELOPMENT OF THE 
SELF IN PSYCHOTHERAPY
Author: Farha Choudhary 
University of Surrey
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ABSTRACT
Commonly acknowledged as a desirable behaviour in treatment settings, compliance 
is considered to be a means by which to improve the health and well being of the 
individual. Hence some approaches in psychotherapy encourage client compliance to 
attain treatment success. However, less attention is given to the possible ‘side effects’ 
of encouraging compliance within this context, where some theoretical orientations 
suggest that it might be less helpful to the growth and development of the individual. 
Due to its relevance and likely prevalence within the context of therapy and in order to 
explore this issue further, compliance is defined, its uses and limitations are 
considered, and its possible role and function in psychotherapy is proposed in relation 
to the development of the self. The implications for counselling psychologists and 
therapeutic practice are discussed and directions for future research are suggested.
[Reflections on the use of self are in italics contained within square brackets]
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Introduction
Compliance is a subject area that is relevant and applicable to all individuals and 
groups within society, as everyone at some stage in their lives is either compliant 
(Laing, 1969) or a witness to compliant behaviour. It has been largely seen as a useful 
behaviour, especially in medical health settings. However, the purpose of this review 
is to discuss compliance when it becomes a hindrance to the individual’s development 
of the self, particularly in individual psychotherapy where the aims of therapy might 
be contrary to the nature of compliant behaviour. For this reason, it is important to 
examine the possible reasons for, and implications of, a client’s compliance within the 
realm of individual psychotherapy, where compliant behaviour can circumvent 
exploration of aspects of the self.
During this review, the uses and limitations of compliant behaviour are considered, as 
are the implications of compliance on the self and its development. In the latter 
section of the review, a discussion on compliance within psychotherapy is undertaken. 
Recommendations for addressing compliance are considered and ideas for further 
research are also suggested. It is important to outline that the focus of this review is 
based on British and American literature, as conceptualisations and factors influencing 
compliant behaviour in other regions of the world may differ due to variations in 
cultural norms.
Part one: Understanding compliance
Defining compliance
Compliance can be defined as a type of conformity where there is private 
disagreement with, but public acceptance of, other people’s views or behaviour 
because of real or imagined pressure (Aronson, 1977; Deutsch & Gerard, 1955; Gross, 
1996; Kiesler & Kiesler, 1970; Nowinski, 1990; Wagstaff, 1981). Compliance is also 
considered as an abdication of individual judgement in the face of external social 
pressure (Milgram, 1972). Therefore, compliance can be considered as a form of 
acceptance of others views alongside a concealment of the individual’s own views.
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The concept of a compliant self is one that is less inner-directed and more outer- 
directed (Riesman, 1950). Such a person is likely to be malleable in the face of social 
demands, vulnerable to adhering to others wishes or expectations and, essentially, 
lacking in authenticity (Asch, 1952; Assagioli, 1999; Ferrucci, 1982; Laing, 1969; 
Milgram; 1972; Rogers, 1961). Compliance can therefore be a state of incongruence 
because of the discrepancy between what an individual does and what an individual 
wants to do.
One famous example of compliance as a result of coercion is that of Galileo (as cited 
in Wagstaff, 1981), who is said to have renounced his heliocentric theory of the 
Universe (the Earth moves and is not the centre of the Universe) in 1632 after threats 
from the Inquisition in Rome. Galileo’s renunciation was considered as compliance 
because he upheld his ‘heretical’ ideas and is reputed to have muttered, “Eppur si 
moore” (Wagstaff, 1981: 21), it (the Earth) still moves.
Research on personality types has indicated that individuals are not consistently 
compliant but display this behaviour in certain scenarios (McGuire, 1968; Mischel, 
1968; Sullivan, 1953; Wagstaff, 1981). This contention is supported by literature on 
individualism and collectivism, two cultural concepts describing an individual’s 
values, norms, goals and behaviours (Traindis, 1995). It is suggested that a collectivist 
is likely to be group-orientated and more likely to be compliant because of the co­
dependent nature of his or her relationship with others. On the other hand, an 
individualist is likely to be autonomous, independent and more likely to be non- 
compliant than a collectivist. Although both concepts seem distinct, researchers 
acknowledge that an individual can be both individualistic at home (isolated or self­
oriented) but collectivistic at work by functioning in team settings (Gabriel & 
Gardner, 1999; Hofstede, 1980; Hui, 1988; Kagitcibasi, 1997; Triandis, 1995). This 
suggests that an individual could be compliant in one scenario and independent in 
another and that therefore individuals do not have to be compliant all the time or for 
prolonged periods.
[It was interesting for me to consider compliance within a cultural context due to my 
own experiences o f being part o f what is regarded as a collectivistic community and
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an individualistic community. It prompted me to think that although being able to be 
compliant and non-compliant might be considered as dynamic and flexible, it is also 
challenging to be a member o f two cultures where one might encourage conformity 
and the other independence.]
Types o f compliance
Inconsistency in compliant behaviour can be explained by social influences. For 
example, literature on conformity and obedience in social psychology highlights how 
individuals conform because of the context, the perception of authorities and the belief 
that others have the power to reward, punish, accept or reject them (Asch, 1951; 1952; 
1956; Bickman, 1974; Milgram, 1972; Sheridan & King, 1972; Zimbardo & Ruch, 
1977). Thus the situation, social norms and expectations associated with a scenario 
can influence whether an individual is likely to be compliant. This can be explained 
by the Cognitive Behavioural paradigm, which asserts that an individual learns 
(through modelling others and positive and negative reinforcement) to associate 
compliant behaviour with a situation or stimulus within that situation. Therefore, 
compliant behaviour can be elicited as a reaction to environmental or social cues 
(Bandura, 1965; Beck, 1976; Mackay, 1975; Rachman & Wilson, 1980)
Gudjonsson, Sigurdsson, Brynjolfsdottir and Hreinsdottir (2002) suggest that 
compliance is either a behavioural response or a personality trait. It is also suggested 
that individuals that have a dependent personality (Sinha, 1968) are likely to show 
compliant behaviours because the individual has developed a tendency to acquiesce. 
Research on both socially derived compliance and a tendency towards compliance as a 
result of personality traits will be considered in this review. This is because both 
social and psychological factors are likely to underlie compliant behaviour and are 
therefore likely to work in combination with one another. For example, individuals 
with dependent personality disorder were more likely to show dependent behaviours 
around those whom they considered to be experts than those that they did not perceive 
as experts (Agrawal & Rai, 1988; Bomstein & Masling, 1985; Masling, O’Neill & 
Jayne, 1981; Sinha, 1968). Discussing both the social and psychological factors that 
can encourage compliant behaviour will help to broaden the debate on the reasons for 
compliant behaviour within psychotherapy.
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[After reading the work o f Klein and o f Winnicott for the purposes o f this review, I  
have developed a greater understanding o f how social interactions can shape an 
individual }s personality and sense o f se lf The literature has made me consider my 
own patterns o f interacting with others based on my experiences as a child. For this 
reason, I  fe lt it was important to discuss both the ‘sociaV and ‘psychological ’ 
because, as the Object Relations theorists have highlighted, there is a constant 
interplay between these two variables.]
However, some of the literature on personality types is deemed as less relevant, as the 
purpose of this review is to consider compliance when it is dysfunctional to the 
development of the self and to the process and purpose of therapy. Therefore literature 
on the schizoid personality will be briefly considered to highlight the discussion about 
the role of the self in compliant behaviour. Certain material, such as that relating to 
dependent personalities and their treatment will not be emphasised, as the focus of this 
review is to explore reasons for compliance rather than the treatment of compliance 
which is emphasised in literature on this disorder (Ainsworth, 1972; Bomstein, 1992; 
Livesley, Schroeder & Jackson, 1990; Masling, 1986; Millon, 1981).
[I felt very uneasy about and overwhelmed by the material on ‘dependent personality 
disorder \ I  think this was because the research was embedded in clinical 
observations and diagnostic criteria that ‘pathologise ’ clients with more emphasis on 
how to manage the disorder rather than consider the human experience o f a 
‘dependent' individual. The literature I  was reading seemed very intolerant and 
dismissive o f behaviours such as compliance which was in stark contrast to my own 
attitude towards this topic. I  am open to exploring the underlying issues that 
contribute to compliant behaviour in order to gain an understanding o f how and why 
it might occur in psychotherapy. J
The possible uses o f compliance
Compliance can be a very valuable and useful behaviour in certain scenarios as it can 
play a vital role in the effective functioning of society. For example, complying with 
certain rules and norms allows individuals to structure social behaviours and 
interactions, predict the reactions of others and allow social life to proceed (Gahagan,
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1975; Zimbardo & Lieppe, 1991). Without some level of adherence to rules and 
regulations there would be anarchy in society.
In cultural contexts, compliance can also be useful as it encourages individuals to 
work together in collective communities (Hofstede, 1980) that emphasise group goals 
for survival. Compliant behaviour can ensure a level of cohesion within the group and 
can encourage respect and adherence to traditional authority (Hofstede, 1980; Hui, 
1988; Kagitcibasi, 1997; Triandis, 1995).
[My compliance with my research supervisors was beneficial during the research 
process. Through ‘scaffolding’ I  was guided and learned from those with more 
knowledge and wisdom, thus compliance in this scenario had a positive influence on 
my development.]
Compliance is encouraged in health settings where literature focuses on ways of 
improving patient adherence to medication or rehabilitation programmes as it is 
assumed that compliance to treatment will improve health and well-being (Haynes, 
1979; Leventhal, 1993; Martin, Bowen, Dunbar-Jacob; Perri, 2000). In health 
psychology, there is an emphasis on investigating ways to improve levels of 
compliance to medical treatment (Addolorato et al., 2004; Chan, Lee, Ng, & Ngan, 
2004; Haynes, 1979; Lazaratou, Vlassapoulos & Dellatolas, 2000).
Compliance is also encouraged in some psychological therapies, such as Cognitive 
Behaviour Therapy (CBT), that can focus on symptom reduction. Some CBT manuals 
outline techniques to encourage compliance to therapy, such as introducing difficult 
tasks in sessions to reduce non-compliance to completing these tasks for homework 
(Padesky & Greenberger, 1995). In fact, the Diagnostic and Statistical Manual for 
Mental Disorders IV (American Psychiatric Association [APA], 1994), specifies a 
category for non-compliance to treatment if individuals are especially resistant. Thus, 
compliance is encouraged in settings where the medical model is used as it is assumed 
that adherence to treatment (both medical and psychological) is more likely to 
improve health.
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However, the aim of this review is to consider the maladaptive implications of 
compliance in psychological therapies, especially as there is an absence of empirical 
research on this topic. Therefore, since the literature in health psychology focuses on 
maximising compliance (Martin et al., 2000), it is not deemed relevant to this review.
[When reading literature from the health psychology field, I  found that the discourse 
surrounding compliance was largely that it was a necessary part o f improving 
collaborative working. Therefore in order to consider the possible ‘negative side 
effects ’ o f encouraging compliance, I  focused on the literature within psychotherapy, 
to assess the ‘other side o f the coin ’ which is absent from the research. When 
considering my own practice and use o f CBT I  thought about whether my clients ’ 
carried out homework tasks or exercises because they wanted to or because they 
thought they should. Therefore there is likely to be a very thin line between co­
operation for the self and compliance against the self, which is not always easily 
identified. This could explain the absence o f research on compliance because o f the 
complexity o f defining its role in therapy.]
The possible limitations o f compliance
Although there are many uses for compliant behaviour, there are also some 
limitations, especially when considering that the individual is yielding to the 
expectations of others (Aronson, 1977; Deutsch & Gerard, 1955; Insko, Drenan, 
Solomon, Smith, & Wade, 1983; Wagstaff, 1981), rather than acting in accordance 
with his or her own views.
Conformity and obedience studies emphasise the harmful effects of complying, as 
they highlight how easily led individuals can become in the face of a perceived expert 
or in the presence of others (Asch, 1951; 1952; 1956; Bickman, 1974; Crutchfield, 
1955; French & Raven, 1959; Milgram, 1972; Sheridan & King, 1972; Sheriff, 1935; 
Zimbardo & Ruch, 1977). The research suggests that participants complied because of 
the presence of authority figures, to the extent of potentially killing another human 
being. This is outlined in a well-known obedience study (Milgram, 1972), in which 
participants obeyed a perceived expert and administered electric shocks to a person in
83
an adjoining room. The “victim” (unknown to the participants) was in fact a 
confederate of the experiment.
Power dynamics are likely to be heavily involved in encouraging individuals to be 
compliant. For example common words associated with compliance include yielding, 
agreeing, and conceding. These words suggest a “giving up” or relinquishing of power 
or control to another or others. The detrimental effects of power dynamics that can 
encourage compliant behaviour were illustrated by research on compliance and 
suggestibility in forensic settings, where individuals that scored highly on compliance 
scales were found to be making false confessions (Horselenberg, Merckelbach & 
Josephs, 2003; Richardson & Kelly, 2004; Smith & Gudjonsson, 1995).
Compliance can therefore have a detrimental impact on the self, particularly if it 
involves authority or control and an element of submission to those who are 
considered more powerful. For example, Moustakas (1967) points out that compliant 
behaviour implies the individual has given up his or her identity and is not in control 
of the self. This suggests that compliance is not elicited just because of associations 
made with environmental or social factors, as highlighted by the conformity and 
obedience studies. Instead, it implies that there is a breakdown between an 
individual’s connection with the self if he or she is able to de-emphasise his or her 
beliefs or behaviours to harmonise with those of others’.
It would seem that there is a possibility of a more complex relationship between the 
self and the reason for compliant behaviour if the individual feels the need to be 
accepted by others and is prepared to disregard aspects of the self in the process. This 
suggests that compliance might be a reflection of the relationship the individual has 
with the self if he or she is cut off from his or her internal resources (Moustakas, 
1967). In addition, if an individual is always acquiescing, he or she can seem 
inauthentic (Meams & Thome, 1996; Rogers, 1961), suggesting that the individual 
feels insecure or vulnerable with a need to be like others rather than being self- 
assured. In this context, it is important to consider the implications of compliance on 
the self.
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[After considering this topic in relation to the context o f the self I  began to see the 
deeper meaning and implications o f compliant behaviour. While focusing on 
compliance as a behaviour trait in response to social or environmental factors was 
relevant, it also masked the underlying reasons for the use o f compliant behaviour. I  
compared this to a medical diagnosis used as a label, effectively concealing a 
multitude o f factors that can contribute to a disorder. The material I  was reading 
reinforced my view that psychological disorders can be a manifestation o f 
dysfunctional relationships with the self and, as a consequence, with others. Therefore 
compliant behaviour could reflect the individual’s weak relationship with the self. 
When reflecting upon periods in my life where I  had a weak relationship with my 
inner self, I  also sought direction from others and on many occasions felt quite 
powerless. These experiences may, in part, explain the direction o f this literature 
review where I  prioritise individuality over conformity.]
Part two: Compliance and the self
The impact o f compliance on the self o f the individual
The self can be developed through social interactions and involves characteristics of 
the self and self-evaluations or self beliefs that can affect self-esteem (Breakwell, 
1992; Bums, 1979; Mead, 1934; Sullivan, 1953; Tafordi & Swann, 1995). For the 
purposes of this review, the self is considered to be the core of being (Assagioli, 1999; 
Ferraci, 1982) and is therefore vital as it can influence the way in which the individual 
views the self and the way in which he or she interacts with others.
The inner self (which is also referred to as the real self ox true self) is regarded as 
spontaneous, independent and self-determined by many theorists as it allows the 
individual to be aware of his or her needs, desires and opinions (Ayer, 1982; Ferrucci, 
1982; Laing, 1969; Meams & Thome, 1996; Rogers, 1961). The inner self could be 
described as the individualist, who is more likely to be self-determined rather than 
compliant (Coon & Kemmelmeier, 2001; Hofstede, 1980; Hui, 1988; Kagitcibasi, 
1997; Triandis, 1995). An individual who is able to manage the self effectively is 
considered to be directed by the inner self, and described as having a strong will in 
Psychosynthesis theory, or being selfactualised in Humanistic theory.
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Those who have a sense of self-agency or a strong will are those that are independent, 
assertive and have ownership over their actions, thoughts and emotional experience 
(Ferrucci, 1982; James, 1890; Stem, 1985). Therefore compliant individuals are likely 
to have a weak will, according to Psychosynthesis theory (Assagioli, 1999; Ferrucci, 
1982), as they lack the ability to function freely according to their intrinsic nature and 
instead exist on the basis of external forces. Danish Philosopher Soren Kierkegaard 
(1951) says the greatest despair is when an individual is not choosing or willing to be 
the self.
From a Humanistic perspective, the inner self is called the organismic selfihsA allows 
the individual to be aware of his or her impulses (however complex and 
contradictory), to fulfil these impulses and to be self-sufficient (Meams & Thome, 
1996; Moustakas; 1967; Rogers, 1961). By balancing the views of others, considering 
social demands and his or her distinct views through the internal locus of evaluation, 
the individual is able to discover the course of action that comes closest to satisfying 
his or her needs (Meams & Thome, 1996; Rogers, 1961). This approach considers 
self-actualisation as a key component of successful living, as it allows the individual 
to fulfil his or her potential to grow, develop and mature, which is considered as the 
intrinsic nature of the self. Compliance would be considered as a form of 
incongruence whereby the individual corresponds with others’ wishes, expectations or 
standards in order to seek their approval or positive regard, rather than be satisfied and 
content with relying on the self (Kirschenbaum & Henderson, 1994; Meams & 
Thome, 1996; Rogers, 1957). Similar to the weak will of a compliant individual, 
Rogers (1961) would suggest that such an individual lacks responsibility, is less self­
directed and lacks autonomy, especially when choosing aims or a goal that he or she 
wishes to achieve. The most favourable way of functioning according to 
Psychosynthesis theory and Humanistic theory would be to develop a strong will and 
strive for self-actualisation, both of which can be contrary to compliant behaviour.
From a Psychoanalytic point of view, compliance according to Freud (1974) could be 
considered as an internal conflict between the id, that would represent the self and the 
individual’s inner urges, and the superego, that considers social demands and others’ 
views. According to Object Relations Theory, Klein (1959) might suggest that
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compliant behaviour may consist of the battle between being self-orientated in the 
paranoid-schizoid position and thinking of others in the depressive position, where 
guilt and empathy lead to agreement with others.
[The material on the will and conditions o f worth in Humanistic psychology 
resonated with me. This was because I  had found frameworks through which to 
understand why compliance might be so detrimental to the self The will, in particular, 
allowed me to consider an important underlying reason for compliant behaviour and 
highlighted how all individuals are subject to others ’ expectations. This 
complemented my understanding o f the Psychoanalytic explanations o f the 
development o f the self, where early experience shaped individuals. In addition, 
becoming acquainted with the different perspectives on the development o f the self has 
changed my outlook on my clients’ presenting concerns: I  now consider their 
problems in the context o f the will, their relationship with the self and their 
experiences during their formative years. This framework has also allowed me to 
reflect on my own development and progress since undertaking the course and 
literature review.]
In essence the general consensus on the true or real self is that it is resourceftd as it 
uses instincts in order to be self-contained and cope with the anxieties associated with 
living (Klein, 1959). The true self also enables the individual to appreciate his or her 
qualities. Therefore, the state of anxiety or unease that might occur during the process 
of compliance suggests that there is an internal conflict between the self that wants to 
be displayed and the self that ‘should’ be displayed.
Compliance, incongruence and dissonance
The discussion thus far suggests that compliant behaviour can serve the function of 
protecting the self during an internal conflict and confrontation. Researchers suggest 
that this occurs to avoid feelings of anxiety, shame or embarrassment and diminished 
feelings of self-worth because of low self-esteem (Gudjonsson, 1989; Milgram, 1972). 
Thus, compliance could be an instinctive mechanism to protect the self from anxiety 
provoking situations.
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Such a view has been supported by research that suggests the individual is in a 
physiological state of stress and anxiety when deciding whether to comply or not. For 
example, Bogdonoff, Klein, Estes, Shaw and Back (1961) found that participants in 
Asch’s (1951; 1952; 1956) conformity studies displayed symptoms of heightened 
arousal and physiological stress prior to conforming. These symptoms subsided in 
those who decided to conform to the majority and persisted in those who did not. The 
participants were experiencing an inner conflict when deciding whether to agree with 
others or to stay true to their own inclinations, but this dissipated once they had 
complied. Biermann-Ratjen (2003) suggests that this inner conflict occurs because 
experiences that are incongruent with those that are integrated into the self-concept are 
considered threatening to the self. This can result in an acute stress reaction that limits 
awareness as part of a defence (Biermann-Ratjen, 2003).
The physiological state of stress and anxiety prior to complying suggests that such a 
scenario can be psychologically deemed as threatening to the self. Freud (1974) would 
assert that anxiety occurs when the ego is unsuccessful in trying to reconcile the 
conflict between the id and superego. This suggests that an inner conflict could arise 
because of the need for consistency, balance and harmony between the individual’s 
ideas (Breakwell, 1992; Bums, 1982; Festinger, 1957; Lecky, 1945), which is 
contravened prior to complying. If this is true, than the individual is likely to be in a 
state of dissonance, defined as a state of psychological discomfort or tension occurring 
when an individual simultaneously considers two cognitions (ideas, beliefs and 
attitudes) that are psychologically inconsistent (Festinger, 1957). Compliance could 
therefore be a form of dissonance reduction in order to avoid prolonged anxiety, 
stress, guilt, despair or alienation, which is associated with dissonant experiences 
(Mickleburgh, 1992; Milgram, 1972).
By acquiescing, the individual is attempting to reduce dissonance and achieve 
homeostasis, which could explain the motivation of the participants who conformed to 
the majority in Asch’s (1951; 1952; 1956) studies. This suggests that compliance 
could function as a defence against experiencing extreme dissonance. However, 
compliant behaviour can still be viewed as an inconsistent state when the individual’s 
private convictions differ from the outward display of behaviour. Nonetheless,
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compliance might result in a lower level of dissonance in a situation where non- 
compliance maintains high levels of anxiety, as is evident from the participants in 
Bogdonoff et al.’s (1961) study. For example, one subject that did not comply in the 
conformity studies carried out by Asch (1951; 1952; 1956) described feeling “a 
lurking fear that in some way I might be wrong....It is more pleasant if one is in 
agreement” (as cited in Kretch, Crutchfield & Ballachey, 1962: 71). Therefore 
compliance might be the only way of reducing dissonance as non-compliance will 
result in the prolonged experience of anxiety.
Compliance as a defence
According to Psychoanalytic theory, defences or defenses arise in the face of 
helplessness (depression) and dread (anxiety) as they allow the individual to preserve 
self-esteem, self-worth and ultimately protect the self from adversity (Bums, 1979; 
Freud, 1936; Klein, 1959; Nowinski, 1990; Sandler & Freud, 1985). More 
specifically, resistance is considered an unconscious defence that allows for 
intrapsychic equilibrium (Greenson, 1967), similar to that achieved during dissonance 
reduction, as it avoids feelings of shame and guilt and self-shaming attitudes (Adler & 
Bachant, 1998). As with dissonance reduction, defences allow the individual to re­
establish homeostatic equilibrium in response to dismptive tensions (Adler & 
Bachant, 1998).
Therefore compliance is likely to be a type of defence or resistance, if defences are 
used to avoid adversity and compliant behaviour is an attempt at reducing dissonance. 
In fact, compliance could be the behaviour that occurs when an individual is in a state 
of psychic denial, as both are involved in a process of avoiding uncomfortable 
emotions, such as anxiety and shame (Adler & Bachant, 1998; Nowinski, 1990).
[I began understanding that the experience o f anxiety is likely to underpin the 
motivation to comply with others. This seems to be the key to understanding why 
compliance occurs in psychotherapy, especially when analysing my own experience o f  
dissonance during periods when I  have complied with others]
However, despite their protective function of preserving identity and self-cohesion,
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defences can interrupt the growth of the self and self-esteem if they are used 
excessively (Adler & Banchant, 1998; Bums, 1979; Freud, 1953). This is largely 
because the individual is likely to use defences even in the absence of a threat 
(Nowinski, 1990), resulting in a maladaptive way of coping. Rogers (1961) would 
suggest that defences hide aspects of the self and restrict the actualising tendency that 
would allow the individual to develop the self to its potential. Prolonged compliance 
can be maladaptive as it can stifle the prospects of independence, autonomy, 
authenticity and growth. Repression of the self during compliant behaviour can lead to 
the development of a fa9ade known as the false self in psychoanalytic theory 
(Winnicott, 1965).
The false self can develop when the true self is not validated (Bleiberg, 1984; 
Crittenden, 1994; Deutsch & Gerard, 1955; Homey, 1950; Kohut, 1977; Stem, 1985; 
Winnicott, 1965). Though symbolic interactionists would suggest that the view of the 
self is developed through interactions with others (Mead, 1934), the Humanistic 
perspective would suggest that when these interactions become entrenched in 
fulfilling others’ expectations, the child introjects the value system of his or her key 
figures (in order to hold love) but within this process becomes estranged from the 
organismically experiencing self (Van Kalmthout, 2003). Consequently, a self that is 
unstable and uses an external locus of evaluation can develop into a false self that is 
essentially compliant to others.
The development of a false self can occur when the individual wants to avoid aspects 
of the inner self, in order to avoid internal dissonance. For example, children that have 
been victims of sexual and physical abuse develop a false self because they see the 
true self as corroded with inner badness that they believe should be concealed at all 
costs (Bretherton, 1993; Herman, 1992). Although the false self serves to protect the 
self (Laing, 1969), the consequence is that the individual becomes disaffected from 
the true self and has no inner resources to guide behaviour (Bukowsky, 1992; 
Moustakas, 1967; Rogers, 1961; Winnicott, 1965). The individual is also likely to feel 
dissatisfied with the fagade (Laing, 1969). This point is illustrated by research on 
sexually abused children who described themselves in a negative light, reported 
greater feelings of inadequacy and incompetence and lower self-esteem, and made
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fewer descriptions of inner states of feeling (Briere, 1992; Browne & Finkelhor, 1986; 
Cicchetti, Beeghly, Carlson & Toth, 1990; Herman, 1992; Westen, 1993; Youngblade 
& Belsky, 1990). Therefore compliance in the form of a false self can serve the 
function of reducing the dissonance or anxiety associated with a self that is considered 
as tainted and can lead to a disengagement from the inner self in the case of 
individuals who have experienced abuse during their childhood.
In addition, individuals can develop a false self to protect the true self from extreme 
anxiety. For example, the individuals suffering from Schizoid Personality Disorder as 
outlined in the Diagnostic and Statistical Manual of Mental Disorders, IV (APA, 
1994) are unable to develop and maintain close relationships with others and display 
emotional coldness, detachment or flattened affect. This can occur as a result of the 
anxieties (the fear of annihilation from external malevolent forces) experienced in 
childhood during the paranoid-schizoid position that lead to the excessive use of 
defences such as splitting and projection (Klein, 1946). Such a process can lead to a 
weak ego and a weak trust in a good object (Fairbum, 1952) that will be maintained in 
adulthood if the child fails to learn to show empathy and love during the depressive- 
position. The continued excessive use of defences from childhood into adulthood can 
result in a false self that is compulsively compliant to the will of others (Guntrip, 
1968; Laing, 1969). Compliant behaviour could therefore be used as a way of 
defending the self from anxiety; these defences could have been implemented early in 
life, leading to a detachment from the inner self and the development of another self 
that is inauthentic and compliant.
The false self is relevant to this discussion as it highlights the most maladaptive form 
of compliant behaviour. It essentially describes the self that has an external locus of 
evaluation and the self that is unable to trust his or her own resources. It highlights 
how the state of compliance is still a state of incongruence and can therefore maintain 
the experience of dissonance, especially when the compliant false self is excessively 
used (Laing, 1969). Thus, dissonance can also occur when the individual becomes 
dissatisfied with being inauthentic and estranged from the inner self (Laing, 1969), 
which suggests that the individual is likely to be dissatisfied either way. Consequently, 
on-going dissonance is likely to be maladaptive for the individual as it is considered to
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be a state of prolonged impingement on the self that can result in mental illness 
(Guntrip, 1968; Mickleburgh, 1992; Winnicott, 1988). The implications of this are 
that compliant behaviour might not cause psychological disturbances, but can be 
involved in the maintenance and presentation of psychopathological states, such as 
dependent personality disorder (Bomstein, 1992).
The self that is heavily defended therefore impedes the prospects of the development 
of the self and does not allow the individual to thrive. As Laing (1969) points out, this 
is because the true possibilities of the individual never become actualities if they are 
concealed in an inner self. In addition, one could suggest that a false self is less likely 
to grow if it functions on the basis of others expectations’ rather than out of choice. 
Therefore compliant behaviour in its extremist form can become a hindrance to the 
well-being of the self. Such a state suggests that the individual is not complying to 
maintain social order but is doing so to avoid or to protect aspects of the self. This is 
when compliance has the potential to become maladaptive if it is unduly prolonged.
Part three: Compliance in Psychotherapy
In the following section, the role and impact of compliance in therapy is explored. The 
theoretical perspectives of some of the mainstream psychotherapeutic approaches are 
considered, in order to expand on this issue.
Compliance and the purpose o f psychotherapy
The purpose of psychotherapy may vary depending on the therapeutic orientation of 
the counselling psychologist or therapist. However, Wachtel (1989) argues that all 
theories and therapies make assumptions about symptoms as manifestations of an 
underlying problem. Therefore, generally speaking, psychological therapies aim to 
encourage the individual to develop insight and understanding about behavioural or 
psychological patterns.
Meams and Thome (1996) adopt a Humanistic perspective and state that the purpose 
of psychotherapy is to facilitate the process of change and self-development. 
Psychoanalysts seek to help patients identify and resolve pathological resistances,
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such as those that cause pain (Freud, 1953) or stand in the way of integration (Bachant 
& Adler, 1997; Freedmand, 1985; Loewald, 1960), and those that undermine the 
analytic process. The individual is also encouraged to challenge or surrender defences 
that protect the self in order to grow and find new ways of relating to the self (Adler & 
Bachant, 1998).
Therefore compliant behaviour can jeopardise the process of psychotherapy. If the 
compliant individual is cut off from the inner self there is less likelihood of self­
acceptance and individuality that are encouraged in psychotherapy (Nowinski, 1990; 
Rogers, 1961). In addition, compliance in psychotherapy can be very problematic if it 
hinders the potential to address the underlying issues that can be resolved through the 
presence of the inner self. For example, Adler and Bachant (1998) suggest that by 
addressing the defences, the analyst is able to uncover buried or disowned wishes 
related to the true self. This suggests that the true self needs to be unleashed, by 
reducing defences protecting it, in order for change and growth to occur, and that 
compliance can be a barrier against addressing, developing and understanding what 
underlies the client’s issues and concerns.
Thus compliance will hinder the process of change if clients display this behaviour 
within therapy where there is an outward change rather than an inward change 
(Nowinski, 1990). As Lorand (1957) mentions, although the client’s resistance to the 
therapist plays a self-protective function, the client simultaneously opposes the 
practitioner’s attempts to change his or her patterns of thinking, feeling and acting, 
thus maintaining the problem. In this way, compliant behaviour may hamper the 
process of developing the self, which involves overcoming dysfunctional patterns and 
understanding the situation or themselves in a new way (Adler & Bachant, 1998; 
Bums, 1982)
Possible motivations for seeking psychotherapy
Individuals in a state of prolonged compliance could seek psychotherapy because they 
feel overwhelmed, unhappy, distressed, stuck or restricted by their issues and 
concerns, as they are unable to function as they did or as they want to. Van Kalmthout 
(2003) suggests that when one finds oneself in a state of anxiety, depression,
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loneliness or isolation, the longing for being a completely different person (a change 
of personality) readily arises to end emotional distress.
In addition, compliant individuals could initiate psychotherapy because of a 
motivation to reduce the internal conflict or incongruence they experience (Assagioli, 
1999; Rogers, 1961), as it has become too overwhelming to be ignored. The individual 
might seek to overcome the unease he or she feels because of the conditions of worth 
that make life unsatisfactory, especially if an individual is always complying or 
conforming to others’ wishes. Essentially, the coping mechanisms used, such as 
compliance as a defence, might not contain or protect the individual from 
experiencing dissonance any longer because of self loathing (Laing, 1969) that is 
likely to occur when an individual is unable to be true to him or herself and is 
dissatisfied with his or her insincerity. Rogers (1961) would suggest that the 
individual has an actualising tendency that strives for growth rather than a 
concealment of the inner self. The individual that wants to use therapy as a means of 
creating change in his or her life could in fact be on a quest to re-engage with the 
organismic self (Rogers, 1961).
Factors that encourage compliant behaviour in the consulting room 
An individual who is compliant outside of therapy is likely to display this behaviour in 
the consulting room as it is a familiar way of behaving. In fact, psychoanalysts would 
encourage this in order to address the dysfunctional aspects of the individual’s 
behaviour (Adler & Bachant, 1998). However, from a social learning perspective, 
compliant behaviour in Psychotherapy would occur because individuals have 
observed models and have learned to benefit from compliant behaviour in similar 
scenarios (Bandura, 1974). For example, if a counselling psychologist works in a 
medical setting, such as a Hospital or General Practitioner’s surgery, this might 
reinforce the concept of power dynamics and hierarchies that can exist in ‘doctor- 
patient’ relationships. Braman and Gomez (2004) suggest that patients who comply 
with doctors usually do so because of the belief that doctors can control the patient’s 
health. Thus, clients could give up independent thought because of environmental 
factors that encourage the client to consider the therapist as an expert. In addition, the 
client might be compliant because psychotherapy is an unfamiliar or novel situation
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(Deutch & Gerard, 1955; Insko et al., 1983; Kiesler & Kiesler, 1970; Milgram, 1972; 
Ome, 1962; 1969), where the ‘expert’ (the therapist) will ‘cure9 the client. Power 
dynamics as well as the ambiguity of a situation might result in clients displaying 
compliant behaviour in psychotherapy.
Compliance might also occur in psychotherapy because it is a way of maintaining the 
avoidance of deep-rooted anxieties. For example, Psychoanalysts are aware that 
defences are hard to surrender because of their protective element, as they are familiar 
and are regarded as the foundations of personal identity (Adler & Bachant, 1998). 
Therefore, the individual is likely to experience dissonance and display compliance 
during the process of growth, which is challenging as it involves relinquishing 
dysfunctional patterns. Consequently, the very reason that brings individuals to 
therapy, such as dissonance, could also be the reason that obstructs the therapeutic 
process and the opportunity for the growth and development of the inner self.
Addressing the client’s compliance in Psychotherapy
It is evident that there is very little direct literature that discusses how to address 
issues of compliance in psychotherapy when it is a hindrance to the self and to the 
therapeutic process. The literature on resistance and defences can help to illuminate 
this discussion, as compliance can be considered as a defence. Nowinski (1990) 
suggests that improving self-esteem will develop a sense of self that will help to 
undermine the defences (denial) supporting compliance. He suggests that as the 
individual’s ego becomes stronger he or she is able to confront the anxiety and shame 
that can motivate denial and compliance.
In order to discard the false self and promote authenticity Winnicott (1988) suggests 
that the relationship with the self needs to be made stronger. This could be achieved 
through the counselling psychologist’s endeavour to facilitate well-being by 
emphasising the quality of the relationship between therapist and client (Woolfe, 
1990). There is also widespread agreement among practitioners that this can be done 
when a relationship has empathy, congruence and acceptance (Rogers, 1951; Woolfe, 
1990).
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A compliant therapist is also likely to hinder the progress of therapy. From a 
Humanistic perspective, a counselling psychologist or therapist could provide the 
conditions for growth that encourage the client and therapist to be genuine, empathic 
and accepting. This could be useful for clients who consider the inner self as corroded 
and bad, where a therapist can provide the conditions in which to communicate 
empathic understanding, which will encourage the client to reach a level of 
acceptance. This would allow the client and therapist to explore the underlying issues 
that have led to the protection of the inner self.
To overcome compliance as a defence, an individual can also attempt to strengthen the 
will, as outlined by Psychosynthesis theory, to focus on the self rather than discount it. 
This can be achieved through various exercises that enable the individual to become 
more self-determined, such as, “say no when it is right to say no but easier to say yes” 
(Ferrucci, 1982: 56). Similarly, from a Cognitive Behavioural perspective, 
Mickleburgh (1992) suggests that in therapy, goals may be matched for congruence 
between personal values and overt behaviour.
In addition, it can be suggested that from a Psychoanalytic perspective, the therapeutic 
alliance is a platform upon which the client’s relationships outside of the therapy room 
are re-enacted and explored (Adler & Bachant, 1998). The therapeutic alliance can be 
a relationship that differs from others, where maladaptive patterns such as complying 
with others’ are explored and challenged. Thus, if an individual becomes less 
compliant in therapy this could also influence change in the client’s patterns of 
behaviour outside of therapy. Furthermore, if considered as a form of resistance to 
change, practitioners can share interpretations about subtle defences with the client in 
order to improve insight (Greenson, 1967), as compliance might occur outside of the 
awareness of the client.
However, when addressing compliance with individuals from collectivist 
communities, such as immigrants or refugees, counselling psychologists need to be 
cautious with their approach, as the idea of a false self or an independent self might be 
offensive to individuals from collectivist cultures. Therefore, the issue of compliance 
may be defined differently by those from other cultures.
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Considerations for future research
It is evident that compliance in psychotherapy may have many implications for the 
client and therapist. Burton and Davey (2004) suggest that it is important to consider 
compliance in psychotherapy so as to question the extent to which the task of therapy 
involves compliance with the authority of a therapist. This highlights the importance 
of exploring whether compliance is necessary in therapy or whether it is a hindrance. 
For this reason, it is vital for counselling psychologists and therapists to investigate 
and explore the implications of compliance on the development and coherence of the 
self. It is also important to examine the effects of compliance on the therapeutic dyad 
as it can impede the process and progress of therapy, especially as empirical studies 
are absent on this issue (Burton & Davey, 2004).
It is worth considering that compliance might have connotations attached to it that the 
field of psychotherapy as a whole would prefer to ignore, especially as there is an 
emphasis on collaborative working in the mainstream traditions within this field. For 
example, the word ‘compliance’ might have undertones of the therapist’s power over 
the client. This might explain the absence of this debate in the field of psychological 
therapies. However Lietaer (2003) suggests that mutuality does not exist between 
therapist and client because the therapist, irrespective of therapeutic orientation 
always facilitates the client’s process of change. Therefore we must consider whether 
compliance is inevitable in therapy because of the challenging nature of the process of 
growth or because of factors such as the therapeutic situation, characteristics of the 
client and/or therapist.
It is important to explore ways of identifying and addressing compliance because 
many defences are difficult to recognise (Adler & Bachant, 1998; Fenichel, 1941), 
particularly if the individual has become proficient at defending the self. Furthermore, 
it might also be difficult to address directly as the individual may already be heavily 
defended. Therefore a discussion of how to identify compliance and work with it are 
two very important issues that need to be investigated, in order to highlight possible 
ways to overcome compliance in a client who is resistant to change.
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In addition, factors such as gender need to be explored when addressing the topic of 
compliance in psychotherapy. For example, men are generally less likely to comply 
than women as men are likely to see independence as a way of expressing their 
competence (Zimbardo & Lieppe, 1991). Women, on the other hand, tend to see 
cooperation and agreement with others as expressing competence (Zimbardo & 
Leippe, 1991). Further investigations on gender differences and compliant behaviour 
in psychotherapy would be useful as this might help counselling psychologists 
consider whether their own gender can influence compliant behaviour in the 
therapeutic dyad. It is also evident that there is little appreciation of the possible 
anxieties that might underlie compliant behaviour. Although there has been some 
acknowledgement of the anxieties within social-psychological contexts, in general 
compliance is considered in a simplistic way as either ‘good’ or ‘bad’ rather than as a 
possible tool used by the individual for survival. This is particularly evident in the 
literature on compliance or adherence in health psychology and by the Diagnostic and 
Statistical Manual for Mental disorders, IV (APA, 1994). Thus client’s motivations to 
comply need to be clarified empirically.
Counselling psychologists also need to consider the issue of compliance and its 
relevance within different cultural groups. For example, much of the research in this 
literature review has suggested that the best way to progress or develop the self is by 
becoming self-actualised or self-sufficient. Such a concept is complicated by the idea 
that individuals can display individualistic and collectivistic tendencies (Hofstede, 
1980; Markus & Kityama, 1991; Sampson, 1989; Tafordi, Lang & Smith, 1999). 
Therefore, research needs to address whether compliance is a hindrance to all 
individuals especially those who reside in collective communities. For individuals 
who are able to be compliant and independent or collectivistic and individualistic, the 
function of compliant behaviour can be investigated in order to understand whether 
compliance is used as a defence or not, and whether such flexibility has repercussions 
on the mental well-being of the individual.
One area that has been neglected in this review, but may require further and in-depth 
discussion, is the issue of non-compliance in relation to the self. Such an examination 
of the literature could provide insights into whether non-compliance leads to a
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strongly developed self, or whether, like compliance, individuals may be disconnected 
from their inner resources. For example, this poses the question of whether non- 
compliance in psychotherapy is an act of rebellion or defence, or an act based on self 
awareness and self-regulation. Research in this area could shed further light on issues 
relevant to client reactions to the therapeutic relationship and the therapeutic 
encounter.
Conclusion
Compliance has largely been considered a useful behaviour in the context of medical 
and social settings. The fact that individuals need to adhere to rules suggests that it is 
likely to be prevalent to some degree in most individuals when necessary. It is also 
evident that compliant behaviour can be influenced by social and psychological 
factors and can serve the purpose of presenting a positive self image as well as 
protecting a weak self or ego. When considering other implications of compliance, it 
is evident that the opportunities for the growth of the true self become mired.
Compliance could explain the reasons why individuals find therapy difficult, feel 
unable to progress or are resistant to therapeutic change that they initially instigate. It 
is therefore an important and relevant subject to investigate as it relates to issues 
regarding the therapeutic alliance as well as issues for counselling psychologists and 
therapists to be aware of when working with clients. It is particularly important to 
consider if it preserves and maintains maladaptive behaviours and affects the progress 
and process of psychotherapy. Therefore, it is important to explore the impact that 
compliance can have on the therapeutic alliance as well as on the client’s self­
development during psychotherapy. Discussing the dynamics involved in 
psychotherapy will facilitate an understanding of factors that can hinder the 
progression of therapy. Just as transference and countertransference have been 
considered as processes that occur within therapy and need to be addressed and 
acknowledged (Bateman & Holmes, 1995), compliance also needs further discussion 
so that those working with clients therapeutically are aware of its presence, and can 
explore it within the therapeutic alliance if or when it occurs. From this perspective it 
is a critical area of study needing discussion and further debate concentrated, not
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solely on the topic of compliance, but also focused on behaviours and thought patterns 
that are not easily identified or interpreted and yet can have a detrimental impact on 
the individual’s ability to thrive.
[I thoroughly enjoyed the experience o f exploring the development o f the self because 
not only did it complement my understanding o f identity, attitude and behaviour, but it 
also influenced my own personal development and understanding o f the purpose o f  
therapy and the processes involved. It therefore challenged me to become more self 
aware. I  also valued the experience o f considering the underlying factors, such as 
childhood deprivation, that can influence and impede an individual’s process o f  
change. Furthermore, it allowed me to explore the different theoretical 
conceptualisations o f compliance in the world ofpsychotherapy, thus educating me on 
the various perspectives on this topic. My motivation and interest in this topic has 
increased since exploring the dynamics o f the self as it has enhanced my 
understanding o f survival instincts, and psychological and emotional factors that can 
affect an individual’s well-being. In addition, because o f the relevance o f this topic to 
the profession, I  feel it has enhanced my understanding o f psychotherapy and 
enhanced my practice with clients, as I  think more about the self and how it can thrive 
in therapy. I  look forward to learning more about this topic in future research 
endeavours.]
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APPENDIX ONE: LITERATURE SEARCHES
When trying to understand the role and implications of compliance on the 
development of the self, I found very little direct reference to this topic within the 
search engines I was exploring. The search engines I visited were ‘PSychlNFO’, 
‘PsychARTICLES’ at ‘OVID Online’, ‘Web of Science’, ‘EBSCO Host’, and 
‘Science Direct’. Therefore, my task when carrying out a literature search was to 
consider various terms that might map onto this issue. These included:
Yielding, agreeing, complying, dependency
Passivity, concordance, adherence, suggestibility, power
Therapy, psychological therapy, psychotherapy, counselling, counseling,
Resistance, defences, defenses, dissonance
Development o f the self, self-concept, self-development, false self, true self
Most of the empirical literature contained within these search engines focused on 
compliance to medication, which was not the focus of this review. There was also no 
reference to any empirical studies on the implications of compliance outside of the 
classic conformity and obedience studies. I found more relevant information in books 
about the issue of compliance, psychotherapy and the self concept, which I was able to 
find through library searches and through the references of some review articles found 
in the online databases outlined above. I was therefore able to use a vast array of 
resources seeking direction and guidance from my supervisors on the relevance of the 
information I found.
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Academic Papers: Manuscripts of approximately 4000 words excluding references should be typewritten, double-spaced with 
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ABSTRACT
Objectives: There has been a relative absence of research in the area of compliance 
and its impact on the development of the self in psychotherapy. This study aims to 
redress this omission by exploring the functions and implications of compliance in this 
context and how it might be understood and addressed from a practitioner’s 
perspective.
Design: Nine integrative psychotherapists and/or counselling psychologists 
participated in the study, all of whom were working in private practice. Five 
practitioners were female and four were male. The mean years of experience as 
practitioners amongst participants were 14.5 years (range 5-26; standard deviation 
8.9).
Method: Detailed semi-structured interviews were conducted lasting up to 90 minutes 
and data was analysed using Interpretative Phenomenological Analysis to highlight 
commonality and diversity amongst the perspectives shared by participants.
Results: Participants discussed ways in which compliance might feature in 
psychotherapy and its possible implications on the process and progress of therapy. 
Ways of working with compliance were also considered, such as treating it as part of 
the therapeutic endeavour that needed to be explored and understood rather than 
ignored.
Conclusions: Implications for therapeutic practice are outlined, as are
recommendations for future research.
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Introduction
Although compliance has been extensively investigated within the field of 
psychology, psychotherapy and medicine and psychiatry, empirical research on its 
impact on the development of the self within the domain of psychotherapy has largely 
been neglected (Choudhary, 2005). This could be explained by the various ways in 
which compliance has been defined, understood and used within psychology and, 
more importantly, in psychotherapy where the understanding and appropriateness of 
compliance differs from theory to theory (Leahy, 2001).
It is evident that investigating the possible impact of compliance within this context is 
not only relevant but also crucial when considering that many mainstream western 
theories of psychotherapy encourage the development, change, regulation and 
independence of the self when working with clients on an individual basis (Assagioli, 
1999; Choudhary, 2005; Ferrucci, 1982; Meams & Thome, 1995; Rogers, 1961; 
Wachtel, 1989). Thus the development of the self is the focus of the therapeutic 
endeavour. With this in mind, the question arises about whether compliance 
contravenes or facilitates the process and progress of the individual in psychotherapy.
From the perspective of cognitive behaviour therapy (CBT), self-regulation can be 
achieved through the promotion of compliance with ‘in-session’ tasks and homework 
to encourage the client to become independent of the therapist (Beck, 1976; Leahy, 
2001; Padesky & Greenberger, 1995). Research in CBT has also focused on the 
development, investigation and refinement of models that decrease non-compliance 
which is seen as a block to progress (Bums, 1989; Carroll, Nich & Ball, 2005; Dunn, 
Morrison & Bentall, 2006; Ellis, 1985; Leahy, 2001; Padesky & Greenberger, 1995). 
Therefore compliance with the activities that encourage change is seen as the vehicle 
through which development can occur within a CBT framework.
In contrast to CBT, other psychotherapeutic orientations consider compliance as a 
hindrance to the development of the self, as it can take away the autonomy of the 
individual (Choudhary, 2005). Psychosynthesis psychotherapists for example, would 
suggest that compliant individuals lack self-agency or a strong ‘will’ and would
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therefore be more likely to be dependent on others and lack ownership over their 
actions, thoughts and emotional experiences (Assagioli, 1999; Ferrucci, 1982). 
Humanistic psychotherapists would suggest that compliance is a form of incongruence 
whereby the individual corresponds with the wishes, expectations or standards of 
others in order to seek their approval, rather than be satisfied and content with trusting 
their own resources (Kirschenbaum & Henderson, 1994; Meams & Thome, 1996; 
Rogers, 1961).
From a psychoanalytic perspective, in extreme cases compliance could result in what 
Winnicott (1988) described as overly adaptive living, where an individual uses the 
compliant false self that lacks authenticity to defend an underdeveloped and fragile 
inner self. He suggested the compliant false self develops when the mother is not 
‘attuned’ or able to recognise and respond to the infant’s needs (Winnicott, 1965). If 
the mother is not attuned she is likely to impinge on the child, which can result in the 
infant learning, out of necessity, to be compulsively attuned to the claims and requests 
of others. Hence, from a psychoanalytic perspective, prolonged states of a compliant 
false self are believed to increase the risk of severe psychological disturbances such as 
schizophrenia (Laing, 1969). Therefore compliance could also have detrimental ‘side 
effects’ that may contradict the development of independence and self-regulation.
Despite the divergent views in the literature as outlined above, within most models of 
psychotherapy there is a shared value placed on the development of a therapeutic 
relationship between therapist and client. The general consensus is that through the 
relationship as a medium, change and growth can occur (Bordin, 1979; Choudhary, 
2005; Clarkson, 2003; Gelso & Carter, 1985; Hill, 1989). For example, Clarkson 
(2003) outlined an integrative psychotherapeutic framework with five possible 
modalities of the client-therapist relationship (see Clarkson, 2003). Among the five 
modalities, she outlined the working alliance where client and therapist develop a 
cooperative relationship; the transference-countertransference modality states that 
aspects of the client’s past can be transferred onto the therapeutic relationship; and the 
reparative relationship in which deficient, abusive or overprotective relationships and 
experiences are healed through the connection between client and therapist (see 
Clarkson, 2003).
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A discussion that includes the therapeutic relationship is relevant to this research 
because compliance is a factor involved in relating with others. For example, it is 
thought by some to enable behaviour that is socially desirable and that allows 
individuals to structure social behaviours, interact with others, predict the reactions of 
others and allow social life to proceed (Gahagan, 1975; Zimbardo & Lieppe, 1991). 
Furthermore, compliance is likely to feature within the therapeutic dyad because of a 
power imbalance that can exist between client and therapist. This view can be 
supported by research in social psychology where power dynamics were found to be 
heavily involved in influencing compliant behaviour with others (Aronson, 1977; 
Deutsch & Gerard, 1955; Kiesler & Kiesler, 1970; Wagstaff, 1981). Although 
Milgram’s (1972) obedience studies explored issues related to coercion, his research 
also highlighted the fact that individuals became submissive and lacked self agency 
when faced with a perceived expert. Within psychotherapy Lietaer (2003) points out 
that mutuality between client and therapist does not exist because the therapist, 
irrespective of therapeutic orientation, facilitates the client’s process of change due to 
his or her expertise. Therefore the development of a cooperative therapeutic 
relationship such as a working alliance and the reparative relationship outlined above 
could be affected by compliance due to a perceived or actual power differential that 
blocks authentic relating (Choudhary, 2005; Clarkson, 2003). Hence compliance is a 
factor that could impact the development and maintenance of the therapeutic 
relationship in psychotherapy.
Understanding the possible impact of compliant behaviour within the consulting room 
is important not only because of its relevance (and likely prevalence) within a 
therapeutic relationship but also because it is necessary to review the implications of 
compliance on the development of the self. For example, Burton and Davey (2004) 
suggest that research needs to decipher whether compliance in psychotherapy occurs 
in relation to tasks or whether it occurs simply in relation to the authority of the 
therapist. Therefore, in a psychotherapeutic context, while compliance could have a 
facilitative role, it could undermine the process of long-term meaningful change 
(Choudhary, 2005).
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The positive and negative implications associated with compliance in the 
psychotherapeutic literature suggest that there are conflicting discourses that account 
for its possible role, uses and limitations in psychotherapy. It is important to consider 
ways in which these contrasting and disparate accounts can be brought together. 
Understanding the influence compliance can have within psychotherapy is particularly 
relevant to counselling psychologists and practitioners adopting an integrative stance 
towards therapy, where many theoretical orientations may influence their therapeutic 
practice. Such an investigation can help identify circumstances when compliance 
might be appropriate and times when it might be a hindrance to the purpose, process 
and progress of therapy.
In light of the above, the present study aims to explore therapists’ perspectives on 
compliance in psychotherapy in terms of its function, uses, limitations and 
implications (if any) on the progress and process of psychotherapy. The study 
explores these ideas through the therapists’ experiences of being both a client and a 
therapist with the hope of generating an understanding of the ways in which 
compliance can manifest itself in psychotherapy, its possible impact on the 
development of the self as well as the therapeutic relationship and how this might be 
addressed from a practitioner’s perspective.
Method
Design
Due to the theoretical and subjective nature of the topic, a qualitative research 
methodology was chosen to enable the researcher to explore and develop an 
understanding of the phenomena under investigation (Elliott, Fischer & Rennie, 
1999). Data were collected through semi-structured interviews and were analysed 
using interpretive phenomenological analysis (IPA) (Smith, 1995; Smith, Jarman & 
Osbom, 1999).
Participants
Attempts were made to recruit psychotherapists, counselling or clinical psychologists 
and there were five inclusion criteria for eligibility to participate. Participants fulfilled
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the following. 1.) Working in private practice as this was deemed an easily accessible 
sample of integrative practitioners. 2.) In supervision in order to ensure that they were 
practising ethically and professionally. 3.) Registered members of either United 
Kingdom Council for Psychotherapy (UKCP), the British Association for Counselling 
and Psychotherapy (BACP) or accredited members of the British Psychological 
Society (BPS), to ensure participants were credible practitioners accountable to, and 
regulated by, an association or professional body. 4.) Practitioners for a minimum of 5 
years to ensure participants had experience of working psychotherapeutically with 
clients. 5.) Integrative practitioners. This group was chosen due to the divergent 
theoretical views on the research topic and the relative absence of an integrative 
perspective. Therefore a certain degree of sample homogeneity was achieved, which is 
a requirement of IP A (Smith & Osbourn, 2001; Willig, 2001) so that findings can be 
tentatively applied to a small well-defined group (Flowers, Smith, Sheeran & Beail,
1998) whilst allowing for enough heterogeneity in order for new themes to emerge.
Recruitment of participants was conducted by snowball sampling where contacts of 
the researcher and one supervisor were approached. The administrator of a network of 
psychotherapists that were local to the researcher was also contacted. Potential 
participants were sent a letter outlining the purpose of the study, the inclusion criteria 
and the procedure associated with the interview (appendix 1). Ultimately, nine 
participants who met criteria agreed to take part in the study, which conforms to the 
recommended sample size for a qualitative study (Smith et al., 1999).
Interview schedule
Face to face semi-structured interviews were conducted. This interview method is 
associated with qualitative research methods (Smith, 1995) and is considered to be the 
main form of data collection for IPA (Smith et al., 1999). It provides a framework that 
outlines areas to be discussed and facilitates the expansion of participants’ narratives 
through the use of open-ended and focused questions, thus providing a rich source of 
information for analysis.
The content of the interview schedule (appendix 2) was based on inform ation and 
questions arising from the literature review conducted by the researcher (Choudhary,
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2005). In addition, one research supervisor made suggestions based on her knowledge 
of the topic area and the second research supervisor made suggestions based on his 
expertise in methodology.
The interview schedule attempted to explore participants’ experiences of compliance 
during their clinical practice and, where relevant, to consider their personal 
experiences of being a client. Issues related to non-compliance were also included 
following recommendations by the ethics committee, who felt that this area was being 
neglected within the research. Three pilot interviews were carried out to assess the 
relevance of the questions to the topic and these were included in the final data set as 
only minor changes were made. The changes included extending the section on non- 
compliance, as one interviewee focused on this during a pilot interview. In addition, 
questions on culture were added following spontaneous discussion by the pilot 
interviewees related to this dimension. All changes were made in consultation with 
one research supervisor.
Procedure
When ethical clearance had been obtained for the study (appendix 3), interviews were 
arranged, conducted by the researcher and took place at the participants’ homes or at 
their private practices. Each participant was given a consent form to read and sign 
(appendix 4) and to complete a background information sheet (appendix 5) asking for 
demographic details and some questions relevant to the study, such as length of time 
in practice. Before the interview began, the participant was assured confidentiality 
(except if there was a risk of harm to self or others), was reminded of the purpose of 
the interview and was asked if he or she had any questions. The researcher’s final 
question in the interview invited the participant to make any comments on aspects that 
had not been addressed thus far and that he or she felt was relevant to the topic. 
Interviews lasted between 60-90 minutes and were audio-recorded and transcribed 
verbatim by the researcher (see appendix 6 for a full copy of a transcript).
Analytic strategy
IPA is a method that does not claim to have direct access to participants’ experiences 
(Willig, 2001). Therefore the analytic outcome is a product of the interaction between
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participants’ accounts and the researcher’s interpretative framework. For this reason, 
the researcher was mindful of her views and experiences of compliance when 
conducting the research and analysis. Her interpretative framework included an 
understanding of compliance from an object relations perspective and from her 
personal experiences of complying with familial, social and cultural norms (see 
appendix 7 for personal reflections). In addition, the researcher’s interest in exploring 
this topic was also influenced by her motivation to understand possible factors 
affecting the therapeutic relationship due to her position as a counselling psychologist 
in training. Interpretations were grounded in examples from participants and 
‘credibility checks’ (Elliott et al., 1999) were carried out by three colleagues and her 
supervisor at various stages of the analysis to ensure that interpretations made by the 
researcher captured the participants’ perspectives as far as possible.
Grounded theory could have been an alternative qualitative method for data analysis 
because of the absence of a theory that was directly related to the research topic. 
However, it was felt by the researcher and supervisors that theories and perspectives 
outlined in the introduction could provide a framework in which to consider the topic 
during this investigation.
After transcribing all the interviews, participants were given pseudonyms. The first 
transcript was read several times in order to familiarise the researcher with the 
participant’s account. Broad and unfocused notes that reflected the initial thoughts and 
observations of the researcher were written on the left-hand margin of the transcript 
and were edited and elaborated upon when re-read. At this stage, tentative suggestions 
for theme labels were also considered. Through intensive engagement with the data, 
theme labels were written in the right-hand margin to encapsulate the core issues and 
ideas written in the left-hand margin. The themes were then tabulated with their 
constituent quotations, line and page numbers so that the researcher could easily refer 
to the data. Theme labels were checked against the quotations they intended to 
represent to ensure that they were grounded in the data. The next stage involved 
finding connections between theme labels based on quotations that emerged under 
more then one theme or that were explaining the same phenomena. Once the 
connections were identified, theme labels (known as sub themes) were clustered under
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a representative superordinate theme. Any themes that did not fit superordinate 
themes, hut seemed significant, were placed in a category labelled ‘additional’ in case 
they emerged in other transcripts. Themes that seemed less significant or vague were 
not included. This procedure was repeated for each transcript, which enabled the 
researcher to engage with the distinct perspectives of each participant, thus fulfilling 
the idiographic commitment of IP A.
Superordinate themes and sub themes across transcripts were then re-examined and 
compared. Those that clustered together on the basis of describing similar phenomena 
were placed under master theme labels in place of superordinate themes. Quotations 
were re-read in order to ensure that all labels consistently represented the data and 
amendments were made when necessary. Finally, a list of master themes was 
generated containing constituent sub themes, quotations across transcripts, page and 
line numbers and the pseudonym of the participant, so that the researcher could refer 
to the examples easily. In some instances, sub themes included accounts from only 
one participant if their views were considered interesting either conceptually, 
theoretically and/or in practice terms.
Although this process was time consuming, it allowed the researcher to develop a 
clear picture of the themes that were emerging and she was able to generate a flow 
chart (appendix 8) showing the order and connection between themes. The intention 
was not to produce a model but to summarise connections between emergent themes 
and factors, following a method proposed by Smith et al. (1999). Finally, themes that 
provided new insights about the research topic and were related to the aims of the 
research were chosen for the analysis.
In order to make this study methodologically rigorous, guidelines to evaluate 
qualitative analysis (Elliott et al., 1999) have been used in this study. As outlined 
earlier, procedures were carried out to ensure that the analysis of participant’s 
perspectives fitted the data. Furthermore, by owning her perspective the researcher 
was able to distinguish between her views and those of the participants (Smith et al.,
1999), in order to comply with reflexivity associated with IPA (Willig, 2001). By
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presenting examples from participants’ accounts, readers are also invited to make their 
own judgements on the credibility of the accompanying interpretations.
In the presentation of the data, square brackets [ ] indicate omissions of material, 
square brackets containing text [...] provide clarifying information, double quotation 
marks are used to indicate quotations from the participants and single quotation 
marks 6... ’ are used to indicate idiomatic speech.
Analysis
Background information
Out of the nine participants interviewed, five were female and four were male with a 
mean age of 48.6 years (range 31-66 year; SD 13.11). One participant described 
himself as Mixed-White Irish and Jewish, one as White-Caucasian (other) and seven 
considered themselves as White-British. Three participants were registered members 
of the British Psychological Society (BPS), two were members of the United 
Kingdom Council for Psychotherapists (UKCP), two were members of the UKCP and 
British Association for Counselling and Psychotherapy (BACP), one was a UKCP 
member, and one was a BACP member. The mean years of experience among 
therapists were 14.5 (range 5-26; SD 8.9). Five participants described themselves as 
psychotherapists; three described themselves as counselling psychologists and one as 
a psychotherapist and counselling psychologist. Although all participants stated they 
were integrative practitioners, some outlined the theoretical orientations that informed 
their practice. One participant specified an existential orientation, another 
psychodynamic orientation, one participant stated a CBT and existential orientation, 
one stated a transpersonal orientation; one participant specified a cognitive analytic 
stance and four participants did not specify a therapeutic orientation.
The analysis of the data revealed many themes (appendix 9). Many participants 
appeared to use the interview as a space to discover their views on how to 
conceptualise and understand the phenomena under investigation. However, two 
themes that provide interesting insights about the function and implications of 
compliance as well as ways to address compliance are considered.
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Table 1: Master themes and sub themes presented in the analysis
Different forms of compliance in 
psychotherapy
Complying with the frame
Complying with the therapist
Compliance as part o f relating
Involuntary and unconscious compliance
Making compliance conscious and 
voluntary
Staying curious
Creating awareness
Facilitating choice
Different forms of compliance in psychotherapy
The first master theme was concerned with the different ways in which participants 
thought compliance could feature in psychotherapy. Within the four sub themes that 
emerged, some participants also considered the implications of compliance.
Complying with the frame. When asked about the possible uses of compliance within 
psychotherapy, many participants discussed the importance of complying with the 
contractual aspects, such as the time of sessions, maintaining the boundaries and the 
frame of psychotherapy, as a way of ensuring security for client and therapist within 
the relationship. Anne’s description suggested that compliance with the frame 
provided her and her clients with a form of containment where the boundaries created 
rules within which they could play safely:
I think there’s a positive aspect of compliance through 
negotiation with the boundaries, so it makes it a safe place for 
work to be done between us. A safe time. Anne
When referring to her personal therapy, Penny stated that compliance enabled her to 
stick to the therapeutic boundaries and use the therapy as space for her:
I will be very committed and if you like to see that also as 
compliant, so I would turn up on time, leave on time, I fit into 
the parameters, I don’t ask personal questions, in fact I didn’t
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even want to know anything  personal about my therapist 
because I thought that would intrude into my process. Penny
One participant who reported using a more cognitive framework with his clients 
stated that compliance with boundaries was also part of the process of committing to 
therapeutic tasks, as outlined by Leahy (2001) and Padesky and Greenberger (1995):
Well I use CBT, so I think of compliance in clients as - did they 
show up? Do they turn up regularly? Do they attend? Do they 
keep a diary? Do they do what I ask of them? But I see that as 
engagement too. Alan
Alan’s view suggested that the therapy he practised influenced his understanding that 
compliance was also a form of engagement in psychotherapy.
Complying with the therapist. Many participants believed that when clients complied 
with therapists this could be a product of the client’s perceived expectations and that 
this form of compliance was unhelpful:
The negative aspect of compliance is with clients who will seek 
to figure out what the shape is that they think the therapist 
requires them to be and then move into that. Jim
Many participants discussed complying with the therapist as a process that hindered 
the development of an autonomous and self-regulated individual, as outlined by 
Assagioli (1999), Ferrucci (1982) and Rogers (1961). In fact, most participants stated 
that complying with the therapist could affect the client’s ability to make their own 
decisions. An example of this was when Fay referred to becoming compliant during 
her own personal therapy and “almost losing my identity”. By describing the main 
purpose of psychotherapy as a process that promoted independence, Fay believed that 
complying with the therapist could induce unhealthy reliance that went against the aim 
of psychotherapy:
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Rather than promoting autonomy, I think compliance can 
actually take it away, because all they’re doing is trying to 
please the therapist. [ ] The whole essence of therapy is about 
trying to help the person become more who they really are 
inside and get that expressed, and I think if compliance comes 
into the picture too strongly it has a complete detrimental effect 
on it. Fay
In keeping with Fay’s conceptualisation, another participant, when asked what she 
understood by the word ‘compliance’ stated that it might lead to imbalance, where the 
therapist could dominate therapy:
Compliance is an interesting word to use in relation to the 
therapeutic relationship because too much compliance is not 
constructive, and thinking hard about the word, it’s difficult 
because too much compliance almost sounds like too much 
‘me’, rather than enabling the client to think for themselves and 
work with their own mind. The word challenges the therapist to 
keep her affairs and her opinions to herself. Wendy
Many participants also stated that compliance was an inevitable part of psychotherapy 
because of what they viewed as the existence of a power differential, as outlined by 
Lietaer (2003), when the dynamic of a vulnerable client and a potentially facilitative 
therapist was prevalent:
I think there’s a certain element of compliance that is gonna 
come in whether we like it or not. I’m not sure it can be 
avoided actually. However aware everybody is, there is gonna 
be that element there, if you’ve got authority and expertise 
around, somebody wants to get better, somebody wants to be 
healed, they’re looking to someone for that to be fidfilled. Fay
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Consequently many participants referred to compliance as part of the process of 
psychotherapy -  “it’s part of the work” (Anne) -  that was also regarded as a useful 
communication about the client:
In my view, everything is grist for the mill. It’s all something 
that actually later you will find has been part of the 
communication. You might not understand it at the time, it 
might seem chaotic, it might be difficult to work with but, if 
you stick at it and stick with it, you usually find that there’s a 
real pearl in there somewhere. Penny
Some participants referred to cultural factors, where ingrained cultural norms and 
values, such as being submissive or obedient, might influence compliant behaviour 
which they “carried with them” -  (Anne) into therapy:
Some of the clients I’ve seen are women from Middle Eastern 
or African countries, where it is culturally bound that they 
subsume an inferior position. You get the feeling that you could 
ask them to do anything and then they would do it where they 
are just so compliant I suppose. Alan
Compliance as part o f relating. In contrast to the above, many participants also 
described the positive aspects of complying with another. As outlined by Gahagan 
(1975) and Zimbardo and Lieppe (1991) participants described compliance as a factor 
that enabled relating. This is evident in Wendy’s description of non-compliance as a 
process that impeded psychotherapy because it did not enable her to foster 
connections with her clients:
We do need a degree of compliance because if non-compliance 
for me is about ‘not being a part o f  then I can’t work with that 
person, because it is important that I have some capacity ‘to be 
with’. [ ] There is a need for involvement, which is often very 
exhausting, but that’s the way I work. So when I find myself in
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a place where I cannot be a part of, then I know that’s when I 
would say that’s non-compliance. I can’t work there it would 
be destructive to myself and the other. Wendy
Furthermore, many participants considered the therapeutic relationship as fundamental 
to the process and progress of therapy and that compliance was a factor that could 
enable the interpersonal process to occur within the therapeutic relationship. Lucy for 
example, described compliance as a factor that facilitated a joint process in therapy 
and possibly facilitated the development of a working alliance, as outlined by 
Clarkson (2003):
I think compliance is an important part of the relationship 
because there needs to be an understanding that you’re both in 
it together and there is a shared, well when I say a shared 
responsibility I don’t mean the therapist is necessarily 
responsible for making somebody better but I mean it’s a shared 
journey, it’s a shared endeavour. Lucy
To support this view, participants stated that being compliant in a relationship enabled 
a connection that had a reparative function similar to that described by Clarkson 
(2003). Jim, for example, described compliance as a factor that enabled flexibility and 
adaptability that permitted a connection. He described it as though it created harmony 
within a relationship. This could also relate to the working alliance as outlined by 
Clarkson (2003) and Winnicott’s (1988) idea of being attuned where the connection 
and reciprocity between mother and baby enables the growth of the infant:
Compliance maybe is about the ‘we’, I see it as, I shape you 
and you shape me. You know, I need to give up something in 
order that I can be with this person, I need to give something of 
myself, we both do. I’ve got to be compliant to be, pliancy, the 
movement, compliance, shaping. [ ] I have to put aside my 
defences, I have to be more compliant with you to offer myself 
to you, if I can’t do that, if I can’t be compliant at that deep
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level then we can not connect. And we need that connection for 
the healing to begin. Jim
Like Jim, many participants stated that defences were a block to relating and therefore 
a block to healing. However, some participants referred to compliance in 
psychotherapy as helpful for some, when it provided structure, and unhelpful if it was 
used as a defense that obstructed a process of authentic relating as stated in literature 
on the compliant false self (Laing, 1969; Winnicott, 1965). Penny for example, stated 
that encouraging compliance could be unhealthy if it supported previous maladaptive 
ways that blocked being authentic:
Cognitive behaviour therapy for example, it’s very useful to 
ask the client to comply with the regime, with the homework [] 
if you’ve got a very compliant client who’s been compliant 
from the past, getting them to do homework and getting them 
to comply with those external regimes actually can reinforce 
the adapted self rather than get the real stuff coming through. It 
can do both. So for some people it really works and for other 
people it simply reinforces how they have learnt to be since 
they were conceived. [\ If its part of the very adapted false self, 
then actually it is a wonderful buffer, so that you’re not 
reaching each other. I have a real belief in the creativity of our 
defenses, which I think are remarkable, wonderful [ ] but they 
prevent us from functioning and getting close when they are 
restrictive. Penny
Consequently, many participants stated that compliance could be both a block to 
relating as well as a part of the process of relating. Therefore, many participants 
described compliance as being part of a process of change. This was highlighted in 
Jim’s account, where he made a distinction between ‘giving up’ in order to relate with 
others and for the growth of the self, and ‘giving in’ due to a power imbalance in 
which the client was left defeated or over powered by another as outlined by the 
studies on coercion (Milgram, 1972). He described the therapeutic relationship as
129
having a reparative function (Clarkson, 2003) through which unhealthy compliance 
and patterns of relating could be healed in order to develop healthy compliance:
When compliance becomes subservience there’s the unhealthy 
thing [ ] subservience feels to be putting myself under 
somebody, [bows head down] with all the emotions that go 
along with that [ ] whereas compliance is very much about 
relationships. [ ] There is a gradual shift along the way from the 
unhealthy we to the healthy I and then the healthy we [ ]. By 
being compliant in psychotherapy and reaching the healthy 
“we” the person is able to be in relationships that are more 
constructive. Jim
Involuntary and unconscious compliance. One person explicitly referred to 
compliance in psychotherapy as a behaviour that occurred out of the awareness of the 
client or therapist. Although only one voice will be presented here it should be noted 
that many participants touched on this issue inadvertently and their views will emerge 
within the next master theme.
When discussing social and cultural factors Anne suggested that compliance could be 
an automatic reaction to external pressures. Therefore compliance with cultural norms 
and values that were imposed was seen as involuntary compliance rather than 
deliberate compliance:
People will comply sometimes because they are frightened.
They’re used to obeying orders so there are penalties if they 
don’t. So that perhaps would be a reluctant compliance or an 
unthinking compliance, if you’re in a group or community or 
society where you don’t question. [ ] If I feel that I’m 
complying without thinking about it, it’s not really freely 
entered into then is it. Anne
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She also reported that when compliance became unsaid and involuntary, it could lead 
to strong emotions that were underlying the behaviour:
I think such compliance is often not straightforward. The 
compliant client is not just being sweet and obedient. There’s 
often a whole build up of resentment alongside it. Anne
When describing her own experience of becoming compliant as a therapist, Anne 
stated that this was also out of her awareness and thus explained her reaction as being 
part of a dynamic that emanated from the client’s history. This could be related to the 
transference-countertransference relationship outlined by Clarkson (2003) where 
aspects of past relationships are re-enacted in psychotherapy by client and therapist:
Unthinkingly, I found myself agreeing to a substantially 
reduced fee, erm, normally I think about that very carefully, but 
there was one instance where I was doing that with somebody 
who really could afford to pay me, I can’t remember details 
about the work, which is interesting in itself, but there was 
something about my compliance with a client who generally 
got her own way. Anne
Overall this master theme highlighted the contrasting ways in which participants 
conceptualised compliance and the different uses and limitations they associated with 
it. However a common view held among participants appeared to be the belief that 
when compliance enabled growth it was positive and that it was considered 
maladaptive if it was perceived as hindering personal development towards 
independence in either client or therapist.
Making compliance conscious and voluntary
This category emerged because of the strongly held beliefs by most participants that 
the purpose of psychotherapy was to illuminate factors occurring within the process of 
psychotherapy. Therefore participants described compliance as a factor that needed to 
be discovered and understood.
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Staying curious. Many participants stated that exploring the purpose of compliance 
during therapy was important so that the underlying reasons for this behaviour could 
be identified:
What’s the function of it? And that’s, I think is almost always 
my curiosity with any bit of behaviour like this, especially with 
compliance, you know, rather than making it into a pathology is 
saying, ‘why is it needed?’. Fay
Many participants believed that it was important to remain open to understanding the 
function of compliance rather than condemning clients or making judgements about 
their behaviour:
Because of the common sense feel to it, people assume that 
compliance is a good thing - and I’m not saying it’s a bad thing 
- but it’s too simplistic to understand it that way and what you 
end up doing is missing out on the meaning of whatever is 
going on. [] There’s very few things in life that are just 
straightforward. And there’s knock-on effects than, if you 
expect compliance and you don’t get it, then what happens in 
therapy? We tend to then pathologise the patient -  “They’re 
resistant”. Peter
Although most participants stated that it was important to explore compliance and 
non-compliance in order to understand the behaviour, one participant emphasised the 
importance of investigating non-compliance in order to overcome it, as he believed it 
obstructed achieving therapeutic goals:
If someone comes to me and they’re not compliant, my interest 
is why is he not actually being compliant at this time? Let’s 
explore in what ways can we overcome this? And it’s simply to 
remove the issue of non-compliance, to remove the block so
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that we can actually progress in psychotherapy, to the goal, as 
opposed to in effect, maybe this is being unjust to 
psychoanalysis or psychodynamic psychotherapy, exploring it 
from the resistance and exploring it as transference etc, which, I 
might spend many months considering, I would not be actively 
challenging and trying to remove that which I would be doing 
with the CBT perspective. Personally, I’m more comfortable 
with CBT, therefore I suppose I take a much stricter 
understanding of it. Tom
Like Tom, many participants attributed their understanding of compliance and non- 
compliance to models and theoretical frameworks that informed their practice. For 
example, Lucy considered the different ways in which compliance could be 
understood using different models and explained how her role as a counselling 
psychologist enabled her to be flexible and work in the best interests of her clients:
In psychotherapy, I think particularly with the psychodynamic 
school of thought, compliance is extremely important and if 
you don’t comply with the five times a week (or whatever) 
level psychotherapy you do, that is all very often interpreted as 
a kind of a resistance there is something pathological about 
that. Coming to it from maybe a more cognitive behavioural 
approach, where there are tasks that need to be done, there are 
thought records or whatever kind of tools you use, the non- 
compliance there very often is seen as an obstruction, that you 
are not willing to do what you need to do and you are again 
pathologised for not doing it. I think here is where the 
humanistic view can be very well used, you know, that you are 
actually sitting in front of a human being who struggles 
emotionally; and I think as counselling psychologists we can 
probably work through that maybe with a greater understanding 
of it because we don’t necessarily pathologise but want to
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understand “well how come this is difficult for you?” and help 
them understand it by facilitating the exploration side. Lucy
Therefore Lucy described a commitment to help her clients by choosing a model that 
she felt would encourage exploration rather than criticism.
Creating awareness. Many participants discussed the importance of creating 
awareness about compliance when it was prevalent in psychotherapy. This was 
considered a way of enabling the client and therapist to observe and address the 
behaviour explicitly:
Voluntary compliance is where you are aware of what you are 
doing. [ ] When compliance is obviously there and it’s an open 
part of the conversation then you can identify it and deal with it.
Anne
Most participants stated that creating awareness of compliance within the therapeutic 
endeavour was important so that it could be recognised, understood and worked with. 
This was evident when Penny described her client being open in therapy about his 
compliant behaviour in his life. This enabled them to explore the function, purpose 
and meaning of compliance within the therapeutic relationship, which she believed 
was a resourceful way of addressing compliance within the therapy:
He would say things like “Well I don’t stick my head above the 
parapet and I will please others because I don’t want to be 
rejected”. And so I asked him how that might present itself with 
me. [ ] He said “I would tell you what I know you want to 
hear”. And I thought fantastic you know he said it right there.
With it being out in the open we can then work with it so it 
doesn’t become a block in the psychotherapy. It can become 
something we can be light about because if I feel that that is 
what he is doing I will say ‘There you go again you’re doing 
the pleasing stuff and why is it happening now? And what do
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you imagine the impact is on me?’ and we can take it and use it 
as an exploration which makes it creative. Penny
When asked how compliance might be identified, Peter stated that it was important to 
reflect on, use and monitor countertransference reactions to indicate when compliance 
might be occurring:
I don’t know that we can do much more then just be aware of 
when compliance has become an issue for us as therapists, and 
hopefully try and be curious about when it’s present and when 
it’s not, to notice when we’ve acted like experts as if there’s a 
straightforward, “well of course you should do what this 
psychotherapy programme suggests”. Peter
Many participants shared this view. They stated relying on their negative 
countertransference reactions towards clients in order to help them realise when 
unhealthy compliance was occurring and when clients were not being themselves:
If compliance goes on over time I can get irritated, frustrated, 
angry, because what I experience in the sessions is an unreality 
and if it happens time and time and time and time again, then I’m 
not meeting the real person [ ] so I will get angry and I might get 
sleepy, I might get bored, erm irritated, enraged, murderous 
[laughs], bullying and all of that thick stuff might come up if they 
are being very compliant and it feels unreal. Penny
One participant’s narrative went beyond considering this theme in relation to 
addressing client compliance when it occurred and, instead, stated ways of trying to 
prevent it by ‘nipping it in the bud’ to avoid what she saw as unnecessary 
misunderstandings that could be harmful:
I think everybody will have some fantasy idea or some idea in 
their mind about how they’re supposed to be in psychotherapy
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[ ] I think there still needs to be quite a lot of demystifying of 
psychotherapy in that sense. So people are actually told, you 
know, ‘this is the theoretical structure that we’re gonna be 
looking at, this is my rationale and this is why I want to use it, 
this is how I understand it. The likelihood of you having quite 
intense feelings is, you know, high, we will talk about it as we 
go along’. So it gets the stuff out in the open before you get 
caught up in all kind of, I think the confusions then that come 
into the transference and the countertransference they often are 
unnecessary if compliance is addressed and clarified much 
earlier. Because I think it can be quite damaging otherwise. Fay
Facilitating choices. Most participants discussed the importance of clients having 
choices within therapy, so that they were involved in, and had ownership over, the 
process. Like Alan, many participants referred to the importance of informed consent 
and that facilitating choices was part of ethical and professional practice because it 
allowed clarity, flexibility and mutual agreement:
The way I usually do things is that I’ve seen a client, done the 
assessment and at least shared my views of what I think would 
be useful, and it’s a topic that is open for discussion so the 
client can say “I don’t think I want to work on coping skills, I 
don’t think that’s enough for me, I’d like to really understand”, 
then I’m more likely to shift into a different type of approach.
But I think, that to me is about being professional and is about 
informed consent really, the client knows what they’re signing 
themselves up for and you’re not springing any surprises, 
you’re doing what they want. Alan
When describing compliance as part of establishing boundaries, one participant stated 
that enabling choices was a fundamental aspect of psychotherapy and she described it 
as allowing collaborative discussion between client and therapist:
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In a sense, with psychotherapies and counselling, the whole 
basis is that it needs to be voluntary so that compliance is 
negotiated and agreed between client and therapist. Anne
Wendy also referred to using therapy as a way of enabling clients to make informed 
choices about whether to comply or not through facilitating their independence:
When I spoke about bending and actually finding your own 
strength, and knowing your own strength and our own self 
respect, maybe that’s my cultural word to use about the self. It 
is very important and, I guess, so often in psychotherapy I 
realise that that is where I want to help people to go to find their 
own strength, and to be able to stand in that and be with that.
Because then compliance can be something you willingly do or 
knowingly do so that it contributes and impacts what you do 
rather than bending till you almost start falling and losing 
control entirely. Wendy
This perspective could be related to the process of moving from incongruence, where 
the individual ‘bends’ to the will of others as outlined by Rogers (1961) and Meams 
and Thome (1996), towards the development of a strong will as outlined by Assagioli 
(1999) and Ferrucci (1982), and also to a process of moving from unconscious 
compliance to conscious compliance. Wendy also highlighted that her view of an 
independent self was influenced by her cultural norms, suggesting that she thought 
compliance in psychotherapy would have a different connotation in other cultures 
where autonomy might be viewed differently.
Overall, within this category participants outlined the ways in which they might 
consider and address compliance within the therapeutic relationship.
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Overview
The aim of this study was to explore compliance in psychotherapy and the impact it 
could have on the development of the self and the therapeutic relationship, as research 
on this specific area appears to be absent.
Analysis of the first major theme outlined aspects that were considered by participants 
as conducive to the development and maintenance of a therapeutic relationship. For 
example, some participants’ views on the role of compliance within psychotherapy 
highlighted that it could provide security and containment for a therapeutic 
relationship while others suggested that it might also be a sign of commitment and 
engagement with therapy. These views suggest that compliance with the frame could 
enable the relationship to develop, and compliance with the tasks could provide the 
opportunity for change and self development. This finding could have been a product 
of the therapists’ different theoretical orientations.
Compliance was also viewed as a necessary part of relating to others, which suggested 
that participants saw compliant behaviour as a relational factor, supporting the views 
of Gahagan (1975) and Zimbardo and Lieppe (1991). This suggested that compliance 
could be part of the building blocks towards developing a healthy therapeutic 
relationship through which change can occur. The finding that compliance is related to 
a process of healthy relating with others is a supposition that could be explored 
further. Participants’ perspective on this sub theme can be related to Clarkson’s (2003) 
model, where compliance might facilitate and maintain an attachment with others and 
therefore enable aspects of the therapeutic relationship to develop, such as the 
working alliance. In turn, compliance could also influence the development of other 
types of therapeutic relationships such as the reparative and counter-transference 
relationship. At the same time, describing compliant behaviour as unhelpful if the 
client’s experience or way of being was hidden also suggested that it could block 
relating. This indicated that compliance is likely to have a dual function within the 
therapeutic relationship, where it could help form the therapeutic relationship but 
could also be a source of material to be processed within it. The various functions of
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compliance, as outlined in this study, can explain the divergent views on this topic 
within the literature in the domain of psychotherapy.
The analysis suggested that compliance with the therapist could be induced by the 
context of psychotherapy. Factors such as perceived expectations that were outlined in 
the Obedience studies (Milgram, 1972) were also stated. However, by suggesting that 
it was an inevitable part of the therapeutic process, as outlined by Lietaer (2003), 
participants believed that compliance was not necessarily a hindrance but an 
acceptable and functional part of the dynamic between client and therapist that could 
be worked with.
Within the data, a key theme that was closely interlinked with other sub themes was 
considering compliance as an unconscious and involuntary act, highlighting that 
compliance could occur outside of the awareness and outside of the control of an 
individual. The participant’s account of this form of compliance echoed studies 
outlining coercive methods of gaining individuals’ agreement (Milgram, 1972). This 
theme connected with the following master theme outlining participants’ accounts of 
how to address compliance in psychotherapy. Many participants reported that 
compliance could be misunderstood by therapists and could lead to an adverse 
labelling of clients. Therefore creating a space for awareness and exploration could 
enable choice that was seen as a core feature of psychotherapy. By identifying 
compliance in this way, participants believed that therapists could work with 
compliance, which was deemed as part of ethical and professional practice.
Although the research enabled an exploration of an area that has previously been 
neglected, IPA makes no claims of generalisability and therefore the findings of this 
study are limited to the participants. Thus conclusions derived from the research topic 
are only tentative. Despite participants referring to their past experiences of working 
in the National Health Service (NHS), the findings are also limited to those working in 
private practice, as practitioners working in an NHS setting might have conceptualised 
compliance differently from the participants in this study because of the clinical 
environment in which they work. For example, in order to fit the ethos of the medical 
model, where compliance is promoted to increase successful treatment outcome,
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practitioners might be more likely to offer therapies that promote compliance such as 
CBT. Consequently, compliance might be conceptualised in a particular way to suit 
the demands of the context within which these practitioners’ work. Further research in 
this domain could be conducted in order to assess the different manifestations and 
implications of compliance when offering therapy in different contexts.
The sample was restricted in terms of ethnic diversity as most participants described 
themselves as white British and were from middle-class backgrounds. An interesting 
point raised by these findings was that an individual’s attitude towards compliance not 
only depended on the model a therapist might use but could also be influenced by the 
dominant discourse of how the self-concept or development of the self was perceived 
culturally. Therefore future research could consider investigating the views of 
psychotherapists from different cultural backgrounds as their conceptions of the self 
might differ from those shared in this study. This could influence the way in which the 
role and implications of compliance is understood and constructed within the context 
of psychotherapy and could contribute to building an increasingly complete picture of 
its possible role, influence and function within this context.
Furthermore, it is evident that although participants were asked about non-compliance 
during the interview, less discussion was yielded on this issue. This could be due to a 
reluctance either on the participants’ and/or researcher’s part in elaborating on an area 
that could be considered challenging to address and understand. This might be 
explained by a link between non-compliance and resistance to therapy, where 
therapeutic blocks and impasses can result in emotive reactions from both client and 
therapist, especially as issues of power, control, submission or acceptance can be 
elicited, thus making it a complex topic to address and one that might be easily 
avoided. For example, an observation during many interviews conducted for this study 
was that participants held strong beliefs about the topic of compliance, which for 
some, elicited strong emotions during the interview. However, like resistance, non- 
compliance might be a necessary part of the process of therapy and therefore, like 
compliance, could be an issue to explore and understand to gain a sense of what its 
function might be for the client.
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When considering implications for practice, this study highlights that for integrative 
practitioners it is important to be aware of the presence of compliance within the 
therapeutic dyad, especially when considering that it may interfere with the process of 
forming, building and maintaining a meaningful therapeutic relationship. Furthermore, 
findings from this study suggest that compliance has a complex and versatile nature 
within psychotherapy where it appears to serve many functions that can complement 
and contradict one another. Therefore, integrative practitioners using techniques or 
approaches that encourage compliance may need to reflect on circumstances when 
promoting compliance will facilitate a pattern of dysfunction within the client’s life or 
when it could promote a journey towards self-regulation. Consequently, practitioners 
may need to assess clients for overly adaptive relating styles when selecting 
interventions that may reinforce compliance, as this may aid the practitioner in 
considering this issue further.
In addition, some participants described their own personal experiences of compliance 
which suggests that past experiences were likely to influence the participants’ views 
and reactions to this topic. Similarly, the researcher’s interpretive lens was likely to be 
influenced by her previous experiences of compliance (see appendix 7) and was likely 
to affect the direction of and discussions within interviews. This suggests that 
alongside resistance to therapy, transference is also likely to be linked with the 
research topic and that like clients, practitioners previous experiences of compliance 
and/or non-compliance are also likely to influence and/or be re-enacted in the 
therapeutic endeavour. Consequently, alongside outlining dynamics occurring within 
therapy and considering the client’s history, practitioners would need to reflect upon 
their personal and earlier experiences of compliance and non-compliance when such 
issues arise in therapy. This would encourage reflective and ethical practice where 
therapists’ consider, monitor and become aware of their own reactions to the client’s 
material and consider their contributions to dynamics of compliance or non- 
compliance occurring within therapy.
Furthermore, in order to uncover maladaptive patterns of compliance or non- 
compliance, as one participant stated in the findings, outlining the possible process of 
therapy maybe a useful intervention so that client and therapist can discuss when
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compliance is necessary or unhelpful. Therefore empowering the client by working 
collaboratively and transparently may counter some of the unhealthy side effects of 
compliance that have been outlined in the findings as maladaptive to self growth. 
Instead this could facilitate the development of insight and self-awareness in both 
client and therapist.
In conclusion, the current study has made an attempt at unpicking a complex and 
multi-faceted subject that is important and relevant to the practice of counselling 
psychology and psychotherapy, especially when considering its multiple roles in 
therapy. When conducting this study, many participants commented on the value of 
having a reflective space to consider the role and function of compliance because of 
the relative absence of such an exploration within the psychotherapeutic domain. 
Therefore, those factors that have been highlighted thus far can be brought to the 
awareness of psychotherapists and counselling psychologists working in the field of 
psychotherapy. Moreover, by bringing this issue to the attention of practitioners it is 
hoped that this discussion will continue to evolve so that, perhaps, some of the factors 
that are left unclear or are absent from this debate can be realized through future 
research endeavours.
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APPENDIX 1: RECRUITMENT LETTER
[University headed paper]
Dear sir/ madam
I am a Counselling Psychologist in training at the University of Surrey and I am 
currently conducting a research project that aims to explore the nature, function and 
implications of client compliance on the therapeutic relationship in psychotherapy 
from the perspective of integrative practitioners. I feel this is a valuable area for 
research, as it refers to factors within the therapeutic relationship that might affect the 
process and progress of psychotherapy. It is also an area that has not been neglected in 
research, making it an exciting and innovative topic needing further exploration.
In order to conduct this study I am seeking psychotherapists, counselling 
psychologists or clinical psychologists registered with the United Kingdom Council 
for Psychotherapy (UKCP), the British Association for Counselling and 
Psychotherapy (BACP) or accredited members of the British Psychological Society 
(BPS). In addition, participants should be in supervision, consider him or herself as an 
integrative practitioner that has been working with clients for a minimum of 5 years 
and currently working in private practice.
If you fit the above criteria and are interested in participating in the study we can 
arrange a time to meet for an informal interview that should last between 60 and 90 
minutes and will be tape recorded. All information will remain confidential and will 
be handled in accordance with the Data Protection Act (1998). Interviews can take 
place on University premises or at a location that is more familiar to you.
If you have any queries or questions you can contact me by leaving a message with 
the department secretary (name) at the University on (number) or you can email me at 
(email address).
Yours faithfully,
Farha Choudhary
Counselling Psychologist in training 
Supervised by:
Dr Adrian Coyle and Mrs Christine Newbery 
Department of Psychology 
School of Human Sciences 
University of Surrey, Guildford 
GU2 7XH
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APPENDIX 2: INTERVIEW SCHEDULE
1. Introduce the nature and aims of the research project, for example:
“The purpose of this interview is to understand what your view is on compliance and how 
it could affect the progress and purpose of psychotherapy. Some of the questions address 
your understanding and experience of compliance and the effect it might have on the 
therapeutic dyad", (typical intro)
2. Discuss confidentiality, right to withdraw without explanation and their right to not 
answer questions if they do not wish to
3. Give consent form and background information sheet
4. Address any questions interviewee may have at this point
Begin taping
Understanding and defining compliance
- Firstly I’d like to explore with you what you understand by the word compliance in 
general?
- What has influenced your understanding of compliance?
o Can you tell me more about that?
Compliance in psychotherapy
Moving on a little, I was thinking about how some people in the field of psychotherapy might 
consider client compliance as appropriate or necessary whilst others might consider it a 
hindrance. I’m wondering what your view is on compliance in psychotherapy?
- What factors, if any, do you think might influence or underlie compliance in 
psychotherapy, if any?
- What influenced your view?
Client and therapist compliance
Can you think of any examples where a client might have been compliant with you? 
o How did you make sense of this? 
o What impact did it/ might it have on the therapy, if any?
- In what ways, if any, did it affect you?
Non-compliance
We’ve talked about compliance up until now and I’m wondering what your views are, if any, 
on client non-compliance in psychotherapy if it were to occur?
o What impact might it have on the therapeutic relationship, the process and 
progress of psychotherapy?
I’m wondering if you have any examples of non-compliance in your clinical practice, 
o How did you make sense of this? 
o How did it feel to work with this client?
- In what ways, if any, did it impact you as the therapist?
o Why do you think that might be? 
o Can you give me an example?
What to do with compliance and non-compliance
- If compliance occurs in psychotherapy, how do you identify this?
o Can you tell me more about that? 
o What makes you say that?
- What might you do about client compliance/ non-compliance in psychotherapy if it were to 
occur?
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o What techniques or methods might you use? 
o How might you address it? Or did you address it? 
o What has influenced your view?
- What might you do about your own compliance or non-compliance in psychotherapy if it 
were to occur?
o How might you address it? Or did you address it? 
o What has influenced your view?
Your personal experience of compliance
I’d like to move on to consider your personal experience of compliance in psychotherapy
- I’m wondering what your experience was as a client (and therapist if not touched upon) 
when considering compliance and non-compliance
o How did you make sense of this? 
o How did it feel?
o What factors do you think might have influenced you?
Cultural factors
Lastly, some psychological writing and research has identified that cultural factors may 
play a role in compliance. What do you think about that?
Or
Thinking about some of the issues that you raised, such as It seems to me that some of
them were related to cultural factors in compliance, 
o What do you think?
o Does that seem a reasonable way of interpreting what you said?
I wonder if there are any other ways in which you think cultural factors might play a role 
in compliance
Closing remarks
I’ve come to the end of any questions I have and I’m wondering if there is anything you think 
we have not touched upon that you would think is relevant to our discussion.
(End taping)
General prompts
How did you feel about that?
Why do you think that might be?
Can you tell me more about that?
*Could you give me an example of what you mean?
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APPENDIX 3: ETHICAL APPROVAL CONFIRMATION
UniS
Ethics Committee
08 February 2006
Ms Farha Choudhary 
Department of Psychology 
School of Human Sciences
Dear Ms Choudhary
Compliance in psychological therapy: Help or hindrance? (EC/2005/140/Psvch)
On behalf of the Ethics Committee, I am pleased to confirm a  favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 08 February 2006
The list of documents reviewed and approved by the Committee is as follows:-
Document Type: Application 
Dated: 12/12/05 
Received: 13/12/05
Document Type: Research Proposal 
Received: 13/12/05
Document Type: Ethical Approval Form from the Department of Psychology 
Dated: 12/12/05 
Received: 13/12/05
Document Type: Consent Form 
Received: 13/12/05
Document Type: Information Letter to Participants 
Received: 13/12/05
Document Type: Background Information 
Received: 13/12/05
Document Type: Interview Schedule 
Received: 13/12/05
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Received: 31/01/06
This opinion is given un ihe understanding that you will comply with the University's ttnic-ai 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected, with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr A Coyle, Supervisor, Department of Psychology 
Mrs S Newbery, Supervisor, Department of Psychology
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APPENDIX 4: CONSENT FORM
[University Headed Paper]
The implications of compliance on the development of the self in psychotherapy: 
An interpretative phenomenological analysis
The aim of this research project is to explore the concept of compliance and its role and 
implications within psychotherapy from the perspective of integrative practitioners.
You are being asked to take part in an informal interview about your views on this research. 
This will include questions about personal and theoretical beliefs and experiences of 
compliance in psychotherapy. The interview will be recorded on audio tape to enable me to 
cite direct quotes from participants’ responses when writing the research paper. Some of your 
responses may be reproduced in the final report and in order to ensure confidentiality at no 
time will your name be identifiable as it will be replaced by a pseudonym. In addition, names 
of other people or places that you might mention during the interview will not be reproduced 
on the transcripts. All data received from you will be respected in accordance with the Data 
Protection Act (1998).
You are free to withdraw from the study at any time without explanation and can refuse to 
answer any of the questions. Please note there are no correct answers.
If you have any questions so far or feel that you would like some more information about this 
research, please ask before reading on.
Please read the following section and if in agreement, sign where indicated.
I the undersigned agree that the purposes of this research and what my participation in it 
would entail have been clearly explained to me in a manner that I understand. I also 
understand that all personal data relating to volunteers is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I therefore consent to 
being interviewed about compliance in psychotherapy. I also consent to an audio-tape being 
made of this discussion and to all parts of this recording being transcribed for the purposes of 
research.
Name of volunteer ..................................................
(BLOCK CAPITALS)
Signed............................................................................................................................
Date ...................
Name of researcher/person taking consent 
(BLOCK CAPITALS)
Signed
Date
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APPENDIX 5: BACKGROUND INFORMATION SHEET
Thank you for participating in this research study. It would be very helpful if you 
would read and complete this information sheet about yourself. The information you 
provide will not be used to identify you in any way. However, you do not have to 
answer any questions if you do not wish to do so.
1. Gender (please circle appropriate answer)
Male
Female
2. Age ______
3. How would you describe your ethnicity?1
Choose one section from (a) to (e) then circle the appropriate category to 
indicate your ethnic background.
(a) White
British
Irish
Any other White background, please write below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other Mixed background, please write below
(c) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please write below
(d) Black or Black British
Caribbean
African
Any other Black background, please write below
(e) Chinese or Other ethnic group
Chinese
Any other, please write below
1 The format of this question has been taken from the 2001 UK census
153
4. What is your highest qualification? (Please tick the appropriate answer)
None ___
GCSE(s)/ O level(s)/ CSE(s)______ ___
A level(s) ___
Diploma ___
Degree ___
Postgraduate degree ___
Other, please write below
Occupation
5. Please circle the title that you think applies to you
Psychotherapist 
Counselling Psychologist 
Clinical Psychologist 
Other
6. Please circle the organisation you belong to
UKCP
BACP
BPS
Other (please state below)
7. How long have you been working in this role?
8. Are you currently in supervision? (Please circle the answer that applies to you) 
Yes
No
9. How would you describe your therapeutic orientation?
10. Where do you currently work? (Please circle the answer that applies to you) 
Private practice 
NHS 
Other
Thank you fo r completing this questionnaire
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APPENDIX 6: TRANSCRIPT
Key:
I = Interviewer, P = Participant. Square brackets indicate instances of laughter. 
Three full stops ... indicate pauses, single quotation marks °  refer to idiomatic 
speech. All names, places and information referring to participants have been 
altered to ensure confidentiality.
I I’d just like to explore with you what you understand by the word compliance, sort 
of generally, what comes to mind?
P Ok... Well I guess there are two words that come to mind. One is authority and 
one is dependence. Both of which I see as being quite major features in terms of 
psychotherapy, from the role of the client to the therapist. So my understanding of 
compliance I think is about a client wanting to do the right thing but based perhaps 
more on a fantasy idea of what they might perceive the therapist as being. Not 
necessarily a reality. And one of the areas that I think I feel quite strongly about in 
this is, is that quite often therapists don’t get enough information to clients about 
the process of psychotherapy, what kind of issues might emerge from that, which I 
think would cut out some of the myths and the over-idealisations or just distortions 
of thinking in many ways about what psychotherapy is about. And my sense is a 
lot of clients are very anxious to please the therapist. They want to provide the 
right answers, the right way of being to the therapist. Therefore if that’s not 
addressed I think you might get into all sorts of problems actually. Erm, so 
dependence and authority are the two things that sort of come up for me as being 
words that I would associate with compliance.
I I’m wondering if there are any factors that you think might influence compliance 
within therapy.
P I think that there are issues for the client, where there had been heavy handed 
authority in their past so that’s going to get repeated completely in the therapy. So 
the transference, that’s gonna come through. Hopefully that gets spotted and 
linked and dealt with. But I do think there’s also, that the process of psychotherapy 
as a practice does encourage compliance as a form of relating in a way that it
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probably doesn’t in any other relationship we have anywhere else. And that is 
something that does concern me quite a bit because I think it’s just sort of taken 
for granted, and not discussed much in trainings or in issues about how much 
information we give clients about the likelihood of these things occurring. And I 
think how often it can be a nasty awakening for the client to find that those aspects 
of themselves come out that they haven’t actually encountered before anywhere 
else. I wonder, you know about whether that’s to do with the practice of 
psychotherapy and the way the whole thing is set up to be, a therapist has the 
expertise and therefore the client, the patient, or whatever, however one might 
want to view them is supposed to fit in with that mould. So therefore I think 
there’s a certain element of compliance that is gonna come in whether we like it or 
not. I’m not sure it can be avoided actually. However aware everybody is there is 
gonna be that element there, if you’ve got authority and expertise around, 
somebody wants to get better, somebody wants to be healed, they’re looking to 
someone for that to be fulfilled.
I Ok, so there’s the compliance that comes with the person from their history
P From their background
I And then there’s the compliance that might be generated from the situation
P I think so, yeah.
I And what has influenced your view of compliance?
P I think, well work with clients where the theme is rumbled really on and off all the
way through, that I’ve been aware that some clients who are going to be more 
prone to compliance then others, and so therefore I regard it as being quite an 
important process of working with clients to air that, get it out in the open. Also I 
think, from my own personal experience of having been a client. The very first 
therapy that I entered into I got heavily hooked if you like in terms of almost 
losing my identity I felt with the therapist, who didn’t, I have to say, didn’t act 
necessarily act all that ethically or professionally. It was one of those unfortunate 
situations where I was very young and I was in a very depressed state and I went 
into therapy thinking wow, you know, this person is going to be there for me and 
sort me out. And I can, I remember very clearly that the whole focus of my life 
started to revolve around what can I do in order to fit into the way my therapist 
thought, felt, operated in the room about everything. And it was a very, very
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frightening experience and I got myself out of it in the end, but it, you know, 25 
years on I remember it still clearly enough for it to be a lesson, not to let these 
things kind of go unaddressed or unchallenged. I mean that’s why when I heard 
about your research, I thought this is really interesting, this is a very necessary 
area that needs to be investigated quite a lot.
I And I think it is like you say, one of those things that is taken for granted, and it
sounds as though you feel that it’s something that comes with the situation.
P I think it does, I think it does. There is a book recently out I think BACP reviewed 
it a short time ago called ‘Shouldn’t I be feeling better by now’, it’s edited by, I 
can’t remember her name now, it’s a short paperback. But it includes accounts of 
client’s different experiences of therapy mainly talking about dependency issues 
and really challenging the structure of psychotherapy as being one that encounters 
that kind of regression, and, you know, it’s dangerous basically, they’re saying 
that it needs to be looked at again, and I think compliance does fall into that whole 
area around dependency and regression and what therapy can encourage in that 
sense, which then gets translated into resistance and defence or all the other stuff, 
you know that pathologises the client but in fact I think it’s often situations of 
therapy that is the pathology and not the client. I do feel quite strongly about that.
I That’s very interesting, that the therapy itself might induce compliance and I sort 
of wonder what your view is of compliance, because I’m thinking about how some 
might promote it say in a medical field and even in the world of psychotherapy 
there may be some that promote compliance and there may be some that think 
actually it’s not that useful.
P Yes
I And I’m sort of wondering
P Two opposite camps really
I Yeah, I’m wondering what your view might be on compliance in psychotherapy?
P I think I’d be wary and very careful about how I’d either define or interpret that
kind of situation, and I think it’s quite right that there, sometimes there needs to be 
some kind of capitulation, in order for someone to grow from another place. And I 
think that’s all well and good. But I still think one has to be incredibly careful 
about letting a client continue on for a very long period of time in a situation 
where they are compliant and often feel quite stuck I think. And so, rather than
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promoting autonomy I think compliance can actually take it away because all 
they’re doing is trying to please the therapist. You know, it’s a really difficult area 
because I think each client has got to be regarded in a unique and separate place, 
you can’t really generalise. People come with their own history and their own 
patterns of behaving and all the rest of it.
I Yes... and so, how do you think compliance might impact the process of therapy, 
if at all?
P Well I think it will make a power imbalance for a start. I think compliance can 
create then, possibilities at the more extreme end of the client being abused 
emotionally and psychologically by that process. I think it can be a danger then 
that it could impact on the therapist as their need rather than the clients, like, eI 
need to have the client compliant because I feel more secure and better in myself 
as a therapist’, if that’s around in the unconscious somewhere. Those are the 
danger points, I think, so you know, as you can probably hear I’m thinking 
compliance more a negative than a positive, which I haven’t really, I’d looked at it 
over all and thought about it before now, but I think I do see it much more as a 
negative than a positive, because compliance is about putting the client back into a 
child position of having to in a sense get it right for the parent.
I Hmmm...
P Like a power dynamic that exists between client and therapist
I Ok, as you have pointed out, I’m just wondering what role if any compliance
might play in the therapeutic alliance you develop with a client.
P In terms of the therapeutic relationship and how that? I suppose I would say much 
the same as what I’ve just said, that it’s about parental authority in some ways, 
fitting in neatly for the therapist and also perhaps fitting neatly for the client who 
wants somebody who will tell them what to do or give them some guidelines, or 
whatever and the need to comply to that is about ‘this person has the answers for 
me and so therefore this has to be a good thing’. So from their point view it’s a 
good thing for the client to be compliant because they’re going to get goodies out 
of it. And they will fear confronting or challenging because that might lead to 
punishment, or whatever. So it actually excludes challenge I think if you’re 
compliant so that would be out, out of the window.
I Ahh, ok... so what impact might it have on the therapy then?
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P I think it could render it impotent. So rather than you know, the whole essence of 
therapy is about trying to help the person become more who they really are inside 
and get that expressed and I think if compliance comes into the picture too 
strongly it has a complete detrimental effect on it.
I So very much a hindrance to the process and the progress of therapy.
P Yes definitely
I Ok, you’ve talked a bit about the effect it might have on the therapist and the 
unconscious processes that might be going on. I’m just wondering what impact 
compliance might have on the therapist? In a situation where the client is 
compliant
P I guess it’s then about the therapists own history and how well resolved and 
worked through that is, so that they don’t get caught up in the need to promote 
compliance. So the therapist’s own needs might be about having a good, well 
behaved client that doesn’t protest or challenge very much. It almost might be 
about the therapist’s need to hang onto clients and not make endings when they 
should make them because the client then might feel obligated in someway to 
continue to supply the therapist with what they need.
I What might the therapists needs be in that situation?
P They might need the money
I [laughs]
P [laughs] It’s a matter of fact if they’re in private practice they’ve got to generate 
an income. But it also might be about the need to have, I was going to say the need 
to have children or substitute children once they’re own children are gone. Or for 
therapists that don’t have children of their own perhaps to have a constant supply 
of ‘good kids’ who come and that they can be made to feel better, so that will 
make the therapist feel better. So the compliance is then just as much for the 
therapist needs as the client’s needs
I Ah ok, so the therapists needs may get met instead of the clients?
P Absolutely, yes.
I Ok, I’m wondering if there’s any examples that you might think of where a client 
has been compliant with you?
P Interestingly, that has come up recently with a client I have been working with for 
about seven years now, and do quite regular reviews to see where we are and I’m
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thinking somewhere along the line there’s gonna be an ending in sight. But she at 
the moment is...dependent actually and there’s no way that she’s gonna go 
towards an ending at the moment and when ever I mention the word she goes very 
white and looks quite shocked. But one of the things that was in our most recent 
review that she talked about was her state of mind when she started out in therapy 
that she never said to me, was one of complete ignorance really. This is a highly 
intelligent, very self aware person but she said that as far as she was concerned 
going to a therapist was about expertise that she didn’t have. So therefore her 
expectations were ‘that I’m going to have the answers at some point’. So therefore 
said she slotted herself into thinking about what she might bring to the sessions 
that she thought that I might want to hear about [small laugh], which of course she 
never said at the time either. So she’d censor and sort out quite carefully in her 
mind, ‘this goes to therapy that probably doesn’t’. And it took a long while before 
she was actually able to say to me ‘now I can bring anything and everything and it 
is ok because I don’t have to please you’.
P Hmm
I So that’s a very recent example and quite a good one for beginning to look at the
process of the therapy rather than just what she brings and her part in that. And 
also about how she saw me as the ‘missing mother’ I think, that she’d lost when 
she started having her own children and was married, her mum died very 
suddenly, leaving her in a very floundering state. But she hadn’t really recognised 
that until she came to therapy. Part of her was coming because of a missed, a lost 
mother. And I think again another long-term client and I’m thinking probably that 
it comes up really more in long-term work then in short term work. Another long­
term client who talked about her terror that she would not get things right and she 
had an idea in her mind about what a client is supposed to be and how they should 
behave and would desperately try and watch for cues and clues from me about 
how she should fit herself to me. And that very much related to her background 
with her own mother. But they were all eye-openers to me because I heard about 
them much later on because it wasn’t a safe enough place to talk about it at that 
point. But I’m not sure it comes up in short term work to nearly the same extent 
because it’s more goal orientated and it’s not so much about the person and the 
relationship in the room.
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I It sounds like from the examples you’ve mentioned that there maybe something
about those people, their history but also that maybe there is an expectation when 
they came into therapy about what their role should be.
P Exactly, yeah I think that’s very, and I think everybody will have some fantasy 
idea or some idea in their mind about how they’re supposed to be in therapy. And 
the mystique of it is, I think still a bit too over shrouded, the mystique, I think 
there still needs to be quite a lot of demystifying of psychotherapy in that sense, 
So people are actually told, you know, “this is the theoretical structure that we’re 
gonna be looking at, this is my rationale and this is why I want to use it, this is 
how I understand it. The likelihood of you having quite intense feelings is, you 
know, high, we will talk about it as we go along”. So it gets the stuff out in the 
open before you get caught up in all kind of, I think the confusions then that come 
into the transference and the countertransference they often are unnecessary if 
compliance is addressed and clarified much earlier. Because I think it can be quite 
damaging otherwise.
I It sounds like it can have quite a significant impact
P I think it has a very significant impact, very. It’s not a subject that I’ve read about
very much anywhere actually really. It’s mentioned here and there but there’s 
nothing I have read apart from other client’s reports of their therapy that’s the 
nearest I’ve got to actually understanding the process of therapy from the other 
side of the fence. Because most of the stuff that we read about or talk about is the 
therapist’s position, you know, it’s not the client’s position.
I And I’m wondering if you have any thoughts about what it is that stops people 
from talking about compliance?
P Well good question, a very good question, rather like dependence is a dirty word 
still. Maybe because it does bring, it exposes more the therapist’s position and 
where they’re at with the client. You have to look at that if you’re gonna look at 
compliance; you’re gonna have to look at the two way relationship and not just the 
clients stuff that you can right theories about and all the rest. I think it brings the 
relationship into the focus and you have to look at that and I think it can probably 
feel quite uncomfortable. Maybe that’s why it doesn’t get talked about very much.
I That maybe therapists might be scrutinised or?
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P Yeah, yeah, they would have to be confronted a bit more about their practices and 
they’re way of operating, and all the rest of it.
I Right and you used the word demystifying earlier and that made me think about 
the closed doors. That was the image that came to my mind when you talked about 
psychotherapy and how people might view it as very closed and not very open
P And there’s a need or I think there used to be a need to keep it mysterious because 
then it, it intensifies the power play for a start, if you keep it, if people actually are 
not knowing very much about what’s expected of them. And you’re not allowed to 
ask questions or with the feeling, I think in the more psychoanalytic circles is that 
if a client asks a question about something of the therapist they’re, you know 
almost have their wrists slapped for doing something impertinent, but in fact, but I 
think that, I think that borders on the abusive when therapists refuse to give 
information about themselves. But ok I’m not talking about personal information 
but, but things about the process of therapy which I think every client has a right 
to ask about.
I And I’m wondering if in the examples you’ve given, if the process of therapy have 
been stated, whether their positions in terms of compliance might have changed 
or?. Whether that might have affected the process of therapy.
P I think it’s bound to if it’s talked about openly really almost from the beginning. 
And I guess it links in with, you know some of the attachment styles and patterns 
that people bring, back to sort of parent authority again and I think therapists are 
very closely linked with that and almost encouraged to be so, sometimes to the 
detriment to the adult in the room. There’s so much discussion about the child 
aspect of the person that I think sometimes we forget we’ve actually got adult 
people sitting in the room with us who’ve got, you know, brain cells that work 
perfectly well. They’re not always in the regressed state of being two and a half 
years old. So it’s about being able to treat them more as adults and to discuss with 
them how it might feel to be dependent for a while or exposed, vulnerable, those 
things.
I I’m also wondering how it felt as the therapist in the scenarios that you were 
talking about, how it felt in terms of compliance, what the countertransference 
might have been like?
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P Ok, for me with the client. Interesting point too. Well I guess there’s a mixture 
again, if Pm going to be honest, there has to be some kind of positive sense that if 
somebody says they really need you and how important you are to them that 
you’re gonna, that you’d be inhuman if you didn’t feel ‘oh that’s quite nice’ at 
some level. And I think at the other end of the spectrum there can be a feeling of 
perhaps being a bit trapped or helpless about the fact that you’ve got somebody 
who is that dependent on you. So there’s a sense of responsibility, and ‘what am I 
going to do to kind of break the impasse and get the person up and running and 
back out to the world again’. So I think that there’s a mixture of those two 
elements that it strokes the ego to some extent, to have someone saying I need 
you, you’re the most important person in my life next to my husband and my kids. 
But at the same time it can feel quite uncomfortable too, that’s been my 
experience of it... And I’ve thought long and hard about one particular person 
who I have been seeing for a long time, and we made an ending and after three 
months she simply couldn’t deal with it and we now have an arrangement that she 
comes on a monthly basis and that she can cancel if she’s ok, but we have a 
regular session booked once a month and it’s more like a check in. It’s more like 
this is her kind of stable base that she knows is here, then she can get on with the 
rest of her life. But to have me out of her life altogether I suppose I think there’s a 
certain element of compliance that is gonna come in whether we like it or not. I’m 
not sure it can be avoided actually. However aware everybody is there is gonna be 
that element there, if you’ve got authority and expertise around, somebody wants 
to get better, somebody wants to be healed, they’re looking to someone for that to 
be fulfilled. I’m talking more about dependence now then compliance aren’t I. It’s 
quite difficult to separate those two words. Erm, so I think, you know, there’s 
room for negotiation according to each person’s need, there has to be, you can’t 
generalise over that either.
I Ok so it’s likely to be individual. Moving on a little, I was just thinking about, in 
one sense what the purpose of compliance might be?
P If I think of a child, maybe I’m thinking of a more scared child then a healthy 
securely attached child. Compliance would be part of their survival, most 
definitely. I’m thinking about, you know, clients that have been abused etcetera, 
where I think there’s an awful lot of shame involved here in compliance actually,
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which is why it probably doesn’t get talked about much, because shame is such a 
hard thing to talk about. But compliance in abusive situations then would be a 
survival because if you challenge or you come up against the parent then the 
likelihood is something terrible is going to happen. So compliance has to be a 
survival strategy and that gets brought into the therapy as well, it’s bound to.
I And you mentioned shame and I’m wondering if you have any other thoughts 
about that?
P Shame... yeah
I About that association with compliance?
P Well Pm thinking of the child who almost, the split between wanting to really be 
rebellious with the parent but is too scared. It’s actually too dangerous; it’s too 
scary to do that. So they opt for the compliance instead. But underneath all of that 
I think the shame might be ‘I should have fought back, I shouldn’t have given in, I 
shouldn’t do what they want me to do’ etcetera. So there’s that terrible dilemma 
that I think gets set up and that’s where the shame lies. And the same thing applies 
to us as adults actually as well. I can think of lots of situations where I’ve worked 
with people who have been bullied in work places and things like that or have 
been discriminated against for what ever reason and there is that awful dilemma of 
not wanting to make the situation worse by standing up for themselves so they 
comply and yet they feel terrified at the same time. And I think that situation 
happens all over the place, it’s a very common situation to be discriminated 
against one way or another.
I It sounds like compliance might affect the person’s self-agency or independence
P Yeah
I And again the idea of dependence fit within that
P So taking it to more extreme levels I suppose a situation where somebody is being 
held to ransom, they’re being kidnapped or they’re in a situation or whatever and 
in order to survive that compliance would be a very very essential resource
I So it has a survival element
P It does, absolutely, yes, yes
I Ok, so moving on a little, I’m wondering what the impact of compliance might be 
on the therapist, and so I’m wondering if you’ve ever felt compliant as a therapist?
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P Ah I have, that’s a good point as well. I worked with somebody who had quite 
pronounced borderline behaviours who I felt quite scared of. He was a man and he 
was very manipulative and very clever in his ways in which he wanted to 
manipulate and make me helpless like he’d felt himself and it was that it was 
incredibly difficult for me to stand up against, that I would feel myself being 
pulled into being a kind of therapist that he could manoeuvre and shift around 
really and use his power which meant that he got something out of the situation to 
get a kick out of it and that was a very scary feeling for me because I felt very 
disempowered and I would dread the sessions and I’d feel quite unwell during the 
sessions and it would take me quite a while to recover afterwards.
I And how did you address that, if at all?
P Well thank heavens for my supervisor at the time, but in the end I did confront it 
head on and when we talked about it of course the more he had to take back that, 
some of that projection and so the intensity of it lessened. It never actually went 
away, he still would try it, he’d try every trick in the book he was not gonna let 
that one go that easily. But once it was out in the open I felt better and once I felt 
better then I was able to do some better therapy in a way, in the situation because 
we linked it to, that I was needing to feel in a way how he’d felt when he was in 
hospital as a very small child and erm and he’d given me his experience basically 
and for a while I hobbled around it as a [inaudible] just to see how to. So it 
became a useful way of working in the end.
I So in one sense it sounds as though you’re saying that the compliance was part of 
the process
P Yes, I’m sure it is. And I think the crucial thing is how can people handle it? And 
what we do with it?
I And that moves us nicely onto [both laugh] what you do with compliance if or 
when it occurs?
P What you do with it? Hmm
I I guess in terms of whenever you’ve experienced compliance through being a
client, being a therapist
P In both ways it has to come out in the open and it really has to be spoken about. In
my experience of being a client and challenging my therapist with it the sad thing 
was that she couldn’t take it so it never got worked through, but I still felt that Pd
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done the right thing in addressing it with her, telling her how I felt basically and 
that there was something that needed sorting out. You know, she needed to sort it 
out with her supervisor and I needed to feel free. So what we do, so it has to be 
talked about, that’s basically the bottom line, it just has to be talked about, it just 
has to be talked about, especially if it’s interfering in someway in the process 
which is probably the case.
I Ok, could you tell me a bit more about that?
P Well I guess it sort of needs to be worked out, about whether it is sort of about a 
transference re-enactment or whether it is about the actual relationship between 
client and the therapist. And I guess that’s what the talking about it helps to 
clarify, that it could be both, and maybe it is both to some extent anyway, but I 
think by talking about it, it makes it a bit clearer about is this a re-enactment or is 
this actually something going on in the transference and countertransference, as 
much about the therapists material.
I And how do you identify compliance?
P Well my first reaction to that is in my body, somehow, I think I feel it first without 
necessarily knowing what it is about. Something in the way that the client is in 
their body language with me it alerts me to something first, probably more then 
what they say, it’s how they are in terms of. I mean for one very obvious example 
actually there’s a client in the past who gradually over a space of two years altered 
her physical appearance so that in the end she looked and dressed exactly like me. 
From coming in her cut off jeans and her crew cut, literally she virtually had no 
hair at all, like a tom boy, she then ended up with the same hair style as me, she 
started wearing a skirt, jewellery, a little bit of make up, gradually, gradually, 
gradually. In fact, it was interesting that, because I didn’t really pick it up as 
compliance I picked it up more as her trying to find some aspect of her own 
femininity, using me initially as a kind of role model perhaps so that she found her 
own style in the end and wasn’t so much about me. But to begin with it was like 
she was watching me for cues and clues and then acting accordingly which is 
really interesting to view her more week by week.
I What do you think was going on there?
P Well I think if it was compliance....I was never absolutely sure. She was a very 
feisty individual young lady this one. And yet there was, you know she then
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decided she was going to train to be a psychotherapist [laughs]. She’d already 
done a psychology degree. Whether you call that compliance or whether it’s about 
the kind of role modelling that children do with their parents normally, eventually 
where they say ‘I’m going to get my way and it is ok’ but they’ve had to go 
through a whole series of mirroring I suppose, to get there. So I think I saw it more 
like that, I think I saw it a little bit more like my, my younger son who swore 
blindly he’d never be a chartered accountant like his dad and he was going to be a 
geneticist and he took a degree in sciences and genetics. What is he doing now? 
Management accountancy [laughs]. It sort of makes me smile, you know that he 
had to go through all the different phases to find, it’s something about maybe if 
you work through the compliance something very positive as an outcome, it’s 
about someone finds their own individuality so maybe in that sense it’s quite a 
necessary stage to go through.
I So it sounds like you are saying that there’s compliance where it’s a hindrance 
where it does seem to mean that the person loses their sense of self. And then 
there’s the compliance where it may lead to a sense of self
P Yes exactly that. Especially for somebody who’s not had an available person to be 
able to do that with, it’s like lacking a mentor, I’m sure we all need those.
I I’m wondering what you think your role is as a psychotherapist might be within 
that, if any?
P Well I mean I suppose, in the real world I would see myself as some kind of 
launching pad, so that, a testing area for all sorts of things that might have gone 
amiss before and then up you go into the world and try it out, out there. And that’s 
what I’d see myself as being, a main initiator, a launching pad, available for as 
long as that person needed it testing their wings out. Lots of metaphors in there 
[laughs].
I Well it’s interesting to think of your position as somewhere where people may 
shoot off and grow
P Absolutely
I And I am wondering whether compliance has a role within that anywhere, if  at all.
P I haven’t looked it up in the dictionary, I’m curious to know what the dictionary 
definition of the word is actually. My idea of compliance is that it can be part of 
growth, but there’s a difference between modelling yourself in order to find your
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own individuality and compliance, which is about some fear in their that lurks 
from an anxiety about ‘I have to do it that person’s way because if I don’t I’m 
going to get into trouble’. And that’s the down side of compliance, if it’s not 
addressed.
I Ok and in one sense, with the idea of compliance I guess there is also the idea of 
non-compliance
P Yes
I And I’m sort of wondering what your views are on client non-compliance in 
therapy?
P When they go the other way and refuse to comply. So that’s a statement in itself 
about authority and ‘no-one’s going to tell me what to do I’m going to do it my 
way’. But it could also be quite a big defense against allowing the therapist to be 
able get involved in their own process, because they’re going to do it themselves, 
they’re going to do it their way anyway. So why have a therapist to kind of join 
them on the journey. So it’s about making a point I suppose. Some might say ‘I’m 
gonna remain myself no matter what you do or say to me’ or what they think of, as 
themselves anyway, however that might be defined.
I And I'm wondering if there’s other ways of understanding non-compliance if at 
all.
P I guess you can be independent and non-compliant. But the level of self-awareness 
about that position I guess is where there is, it’s the measurement, it’s how aware 
is that person of their own independence? Or are they actually just being bloody- 
minded,
I Yeah
P Making life difficult for themselves by adopting that position.
I And what impact might that have on therapy
P It would be incredibly frustrating. It would be like banging your head against a
brick wall all the time.
I And how might that affect therapy if at all?
P Hmmm. I mean it hasn’t come my way that much, I suppose when I worked with
young students somewhere between the ages of 16 and 18 maybe I’ve come across 
bits of it, but. On the whole I think my experience has been the other way then 
would be the non-compliant. Apart from in couple therapy which is interesting
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which seems to have a different dynamic to the individual work. You can get 
rebellion coming out that gets re-enacted in the room.
I And how might you work with that? [Both laugh]
P [Laughs] Use a referees whistle. Well again it’s about stopping the process for 
long enough to say let’s just see what’s going on. What is happening here. Is this 
what happens at home. It’s a clarification gives what necessity that kind of acting 
out might be about. What’s the function of it? And that’s, I think almost always 
my curiosity with any bit of behaviour like this, is especially with compliance, you 
know, rather then making it into a pathology is saying, ‘why is it needed’. There 
has to be some good reason for it to be there in the first place and that’s part of 
someone’s history, as to why it might be there in the first place.
I So it sounds like it’s about exploring the function of it? And yet it can seem like it 
can disable the process as well.
P I think if it’s not explored it can certainly be disabling because you can get into 
this very locked in, could be quite comfortable process where you’ve got this 
incredibly, you know good client. But at some point I think the therapist goes 
away and says, ‘Hang on a minute there’s something not quite real about it’. And 
that might encourage the therapist to do something
I And I’m wondering if non-compliance can affect your role as a psychotherapist
P Sorry, with somebody who’s not compliant?
I Yes
P I think with someone who is rebellious, I think again, I think, well there’d be two 
things, I think there’d be frustration, I think with non-compliance there could be 
then a tendency for parents, the therapist to act like a heavy parent, a lot like you 
do with troublesome teenagers. And then you get locked into a kind of battle 
ground of power probably. That’s something that might happen. Or you could 
actually throw in your cards and say, this person is not workable with, which 
would be a disaster I think in that sense because you’re not actually exploring 
what the issue might be about. But it could be that if it feels unworkable with, so 
therefore you don’t even get in there.
I Sure
P So it could evoke I think some quite negative feelings from the therapist to have to 
contend with. You know, what they do with those is pretty important.
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I I’ve come to the end of any questions I have and I’m wondering if you think there 
is anything we haven’t touched on so far that you’d like to address.
P It’s been pretty thorough really I think. I suppose one of the things that I’d just put 
forward, because I’m coming up to a five year new accreditation at the moment 
with UKCP and I’ve been asked by my accrediting organisation if there’s any 
thoughts that I have about the therapy process in general and one of the things that 
I came up with was whether there might be any mileage in giving clients 
evaluation forms so that they have some chance to think about and write about 
their experience of therapy which might include compliance. So that’s one area, I 
mean I put that forward to somebody, and it’s sort of being mulled over and 
discussed at the moment which has been taken up with quite some interest I think
I So how would you consider approaching that?
P I don’t know [laughs] we haven’t got that far. It might be a series of questions
where a client engages in how they think about the therapy and how it’s been for 
them and any criticisms that they might put forward or anything they might think 
about. Quite a straightforward list of questions about changes and stuff. But it 
might be that compliance could be included in that as thoughts about the process 
of therapy as being helpful or not helpful in terms of making that state a bit 
clearer. I mean I wouldn’t really have known very much about my experience of 
compliance unless I’d been in therapy myself, as a person, apart from some of my 
early history with my parents but I wouldn’t have been so impacted by the power 
of that if I hadn’t been in therapy and had that experience again. So that’s just 
another thought
I Yes that’s very interesting, so it came about again, which made you recognise it?
P Yes exactly
I Ok, well thank you very much, we’ve come to the end.
End o f interview
170
APPENDIX 7: PERSONAL REFLECTIONS
In order to outline my experiences this year, the following self reflections aim to 
provide an overview of some salient issues that occurred when conducting this study.
During my engagement with this project, I found the research process a challenging 
one because of the strong emotions it elicited in me and in the participants I 
interviewed. At times I struggled to remain engaged with the topic, due to the great 
confusion I experienced from the outset of the study. This was partly fuelled by 
doubts and fears about the relevance of compliance to counselling psychology, and 
that conclusions derived from such a study could be perceived as obvious by others. In 
connection to this, at times I was overwhelmed by the theoretical and abstract nature 
of the subject matter, which at times meant I was uncertain about the direction of my 
research. Although these experiences could be described as part of the process of 
‘doing’ research, I now realise that an additional factor I was initially unaware of was 
the degree to which compliance was relevant to past painful experiences, which I will 
elaborate upon later.
Interviewing qualified and experienced therapists as a novice researcher and 
practitioner was initially anxiety provoking. This was most evident when I found it 
difficult to assimilate some of the information participant’s referred to, partly because 
of the very philosophical nature of the topic, where they referred to issues that, at 
times, were beyond a framework I could comprehend. Furthermore, some participants 
became quite emotional and passionate when referring to the topic. Therefore I 
grappled with a host of emotions and new insights, as I reflected upon my 
conceptualisation of compliance and its function within psychotherapy.
The interview process was also exciting as it was a catalyst that sparked our minds 
(the participants’ and mine), where we discovered new formulations about compliance 
in psychotherapy. Many participants referred to the interview as an opportunity to 
enhance and expand their awareness and understanding of compliance in 
psychotherapy, which they felt they had taken for granted in the past. Furthermore, as 
the nuances, role and function of compliance began to unfold during the interview and
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analysis phase I became more motivated and realised the value of this research topic 
and its relevance to the therapeutic encounter.
One of the most interesting insights I gained from one participant’s narrative was that 
compliance was about the ‘we’ and was a necessary component within relationships, 
signifying healthy reliance. During the interview, this participant’s views were 
difficult to ‘digest’, largely because I had to re-assess my belief that autonomy was an 
ideal. I entered this year thinking that compliance was unhelpful for the growth of the 
self which was influenced by the conclusions I made in my literature review, as well 
as conclusions based on my personal experiences. I realise that this participant’s 
viewpoint had a powerful impact on my personal attitude towards compliance, as it 
made me question whether looking at compliance in ‘good or had’ terms was a 
healthy or productive outlook.
Furthermore, being immersed in this topic and using a reflexive approach encouraged 
by the research method inevitably meant that I revisited my own past experiences of 
compliance and non-compliance when I was an adolescent following the deaths of 
core members of my family. During these early experiences, I had lost touch with my 
‘inner self and had become compliant at an ‘unconscious and involuntary’ level to 
members of my extended family, my cultural community and my religious 
community. I was therefore able to reflect upon how these experiences were not 
always helpful for my own growth towards self-regulation and independence and 
instead, at that time, led to strong emotions and an apprehension about relying too 
greatly on others. Therefore the comments made by one of the participants who spoke 
explicitly about the resentment within unconscious and involuntary compliance 
resonated with my own personal experience and possibly influenced the way in which 
I interpreted her comments. I am aware, therefore, that my interest in understanding 
whether compliance is a help or hindrance stems from my life experiences and has 
influenced the direction of this research project. Thus, the confusion and emotions I 
experienced throughout this research process when analysing other people’s 
perspectives, symbolised and echoed my own personal confusions and battles in 
relation to compliance. In light of this, one of the reasons for an absence of empirical 
research investigating the implications of compliance in psychotherapy might be
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explained by the fact that memories and powerful emotions are likely to be raised 
when engaging with this topic.
Consequently, the last theme I presented is one I valued most because it enabled me to 
reflect upon ways in which compliance could be worked with irrespective of whether 
it was healthy or unhealthy. In fact, participants’ perspectives enabled me to realise 
that compliance was neither good nor bad but is a reality of relationships that needs to 
be accepted and worked with in life and in therapy. Therefore the last theme provided 
me with a light at the end of a dark and ambiguous tunnel.
The research findings also influenced and enhanced my therapeutic practice. For 
example, in my formulation of one client I saw for psychodynamic psychotherapy my 
supervisor and I considered that he used a compliant false self. I therefore had my own 
clinical example in mind when reflecting upon the findings, as I tried to stay curious 
about his compliance during our sessions, as outlined by participants in this study.
Although conducting this research project has been challenging and emotive, it has 
also been an invaluable learning process both personally and professionally. It has 
provided me with an opportunity to understand and explore dynamics occurring 
within the therapeutic endeavour and helped me consider the processes involved in 
research which is not only mechanistic but one that requires self-reflection.
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APPENDIX 9: ADDITIONAL THEME TABLES
Therapists understanding of the meaning of compliance
Adapting to the other Compliance is in someway a bending isn’t it.. Wendy
Power dynamics I think it conjures up quite a big kind of power issues... .Alan
Compliance to 
therapeutic goals
Compliance is whether or not the client actually outside the session 
undertakes homework assignments or behavioural tasks... .Tom
Compliance is part o f  
the therapeutic process
I think any potential hindering aspects of compliance would be part of the 
work... Anne
Meaning according to 
models
Within the CBT model a lack of compliance is a block to progress and to 
recovery.....Tom
Loss o f self I think compliance is a loss of self.... Wendy
Different forms of compliance in psychotherapy
Complying with the 
frame
if you commit to be part of something, that you are willing to work together 
with somebody to maybe enhance for the better. ...Lucy
Complying with the 
therapist
The negative aspect of compliance especially with clients who will seek to 
figure out what the shape is that the therapist requires them. Jim
Compliance within the
therapeutic
relationship
I think compliance is an important part of the relationship because there 
needs to be an understanding that you’re Lucy
Involuntary and
unconscious
compliance
You find yourself drawn into enactments of various kinds, where you find 
you’re complying with something, or in a sense of filling an expectation 
(Anne). 321-323. 7
Reasons for compliance
Yielding to perceived 
expectations o f others
also perhaps fitting neatly for the client who wants somebody who will tell 
them what to do or ... .Fay
Secondary gain But I do still think we are good at being compliant when it’s in our interest 
too. Peter
Vulnerability if you’re feeling desperate or vulnerable and you go along ... Peter
Cost benefit analysis I’m thinking of the child who almost, the split between ... Fay
Lack o f self love there are aspects of so many religious faiths . ..Wendy
Fear my idea of compliance is, but there’s a difference.... Fay
History adaptation I would see compliance as generally rooted in their history.....Anne
Self-preservation But compliance in abusive situations then would. 329-333.7 Fay
Social and cultural 
factors
in the western culture where the ego is so prized to give it up, to give a part 
of one’s self up to somebody else is seen as so not good at all 38-44.1. Jim
Motivation to change Compliance in my practice is very veiy high but ...467-470.10. Lucy
Therapists’ influence So the therapist’s own needs might be about having a good, well behaved 
client that doesn’t protest or challenge very much. 159-161.4. Fay
Lack o f choice If some people, like I say, if they are forced into dealing with Lucy
Complying when 
something is novel
Compliance could be doing something they probably haven’t done before 
so complying with the new with the novel.... Alan
Factors maintaining non-compliance
Fear I find that in particular with clients who have been abused,.... Lucy
change is painful It might be the case that what is required of me to change will for a period 
of time be more anxiety-provoking or make me more unhappy. Tom
lack o f commitment I think quite often a non-compliant client in general doesn’t make progress 
in psychotherapy... .Tom
Secondary gain Quite often I think a major reason for a lack of progress for clients is the 
secondary gains they actually have, the dynamic within the family. Tom
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Implications of compliance and non-compliance
Avoiding challenge Being too compliant can be challenging, but without challenge you don’t 
always recognise what’s going on— Wendy
Therapist’s pressure to 
perform
It’s quite difficult because at times you feel quite pressured to create short 
term changes for the wrong reasons.... Lucy
Expectations there’s knock on effects then, if you expect compliance and you don’t get 
it, then what happens, and it’s like psychotherapy, we tend to then 
pathologise the patient, “they’re resistant”. Peter
Impact on therapist there has to be some kind of positive sense that if somebody says they 
really need you ... .Fay
Loss o f self agency and 
independence
If its part of the veiy adapted false self then actually it is a wonderful buffer 
so that you’re not reaching each other. Penny
Unreal relationship If its part of the very adapted false self then actually it is a wonderful buffer 
so that you’re not reaching each other. Penny
Growth through non- 
compliance
The four minute mile couldn’t be run, well it was........Peter
Making compliance voluntary and conscious
Creating awareness When compliance is obviously there it needs to be brought to awareness 
Anne
Enabling choices Voluntary compliance is where you are aware of what you are doing.. 
Anne
Staying curious I think compliance should be recognised and treated with huge curiosity... 
Peter
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Psychology and Psychotherapy: Theory Research and Practice (formerly The British 
Journal of Medical Psychology) is an international scientific journal with a focus on 
the psychological aspects of mental health difficulties and well-being; and 
psychological problems and their psychological treatments. We welcome submissions 
from mental health professionals and researchers from all relevant professional 
backgrounds. The Journal welcomes submissions of original high quality empirical 
research and rigorous theoretical papers of any theoretical provenance provided they 
have a bearing upon vulnerability to, adjustment to, assessment of, and recovery 
(assisted or otherwise) from psychological disorders. Submission of systematic 
reviews and other research reports which support evidence-based practice are also 
welcomed, as are relevant high quality analogue studies. The Journal thus aims to 
promote theoretical and research developments in the understanding of cognitive and 
emotional factors in psychological disorders, interpersonal attitudes, behaviour and 
relationships, and psychological therapies (including both process and outcome 
research) where mental health is concerned. Clinical or case studies will not normally 
be considered except where they illustrate particularly unusual forms of 
psychopathology or innovative forms of psychotherapy and meet scientific criteria 
through appropriate use of single case experimental designs.
1. Circulation
The circulation of the Journal is worldwide. Papers are invited and encouraged from 
authors throughout the world.
2. Length
Papers should normally be no more than 5,000 words, although the Editor retains 
discretion to publish papers beyond this length in cases where the clear and concise 
expression of the scientific content requires greater length.
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referees will not be aware of the identity of the author. All information about 
authorship including personal acknowledgements and institutional affiliations should 
be confined to the title page (and the text should be free of such clues as identifiable 
self-citations e.g. 'In our earlier work...').
4. Online submission process
1) All manuscripts must be submitted online at http://paptrap.edmgr.com.
First-time users: click the REGISTER button from the menu and enter in your 
details as instructed. On successful registration, an email will be sent
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informing you of your user name and password. Please keep this email for 
future reference and proceed to LOGIN. (You do not need to re-register if your 
status changes e.g. author, reviewer or editor).
Registered users: click the LOGIN button from the menu and enter your user 
name and password for immediate access. Click 'Author Login'.
2) Follow the step-by-step instructions to submit your manuscript.
3) The submission must include the following as separate files:
o Title page consisting of manuscript title, authors' full names and 
affiliations, name and address for corresponding author - Editorial 
Manager Title Page for Manuscript Submission 
o Abstract
o Full manuscript omitting authors' names and affiliations.
4) If you require further help in submitting your manuscript, please consult the 
Tutorial for Authors - Editorial Manager - Tutorial for Authors
Authors can log on at any time to check the status of the manuscript.
5. Manuscript requirements
• Contributions must be typed in double spacing with wide margins. All sheets 
must be numbered.
• For articles containing original scientific research, a structured abstract of up 
to 250 words should be included with the headings: Objectives, Design, 
Methods, results, Conclusions. Review articles should use these headings:
Purpose, Methods, Results, Conclusions: Psychology and Psychotherapy:
Theory, Research and Practice - Structured Abstract Information
• For reference citations, please use APA style. Particular care should be taken
to ensure that references are accurate and complete. Give all journal titles in
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• SI units must be used for all measurements, rounded off to practical values if 
appropriate, with the Imperial equivalent in parentheses.
• In normal circumstances, effect size should be incorporated.
• Authors are requested to avoid the use of sexist language.
• Authors are responsible for acquiring written permission to publish lengthy 
quotations, illustrations etc for which they do not own copyright.
For Guidelines on editorial style, please consult the APA Publication Manual 
published by the American Psychological Association, Washington DC, USA ( 
http://www.apastyle.org ).
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9. Post acceptance
PDF page proofs are sent to authors via email for correction of print but not for 
rewriting or the introduction of new material. Authors will be provided with a PDF 
file of their article prior to publication.
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on the express condition that authors may use their own material at any time without 
permission. On acceptance of a paper submitted to a journal, authors will be requested 
to sign an appropriate assignment of copyright form.
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ABSTRACT
Borderline personality disorder (BPD) is recognised as a complex and pervasive 
mental health disorder that is hard to treat. One of the key difficulties and major 
concerns is the high rates of client non-engagement with mental health treatment, 
whilst engaging with high-risk behaviours. However since the birth of Dialectical 
Behaviour Therapy (DBT), a treatment aimed at reducing maladaptive behaviours 
associated with the BPD population, critics and commentators alike have noted the 
high retention rates with this treatment. With a lack of empirical evidence to account 
for these findings, this study aimed to explore reasons for engagement with DBT from 
the perspective of service users. Twelve participants meeting criteria for BPD and 
receiving DBT at an outpatient personality disorder service were interviewed and 
asked for their reasons for engaging with the therapy. These interviews were 
transcribed and analysed using the principles and processes outlined by the Data 
Display approach. The aim was to present findings from this study in a condensed and 
visual format so that they were easily accessible to the reader, including service users 
and service providers. The main findings from this study were that the therapeutic 
relationship and perceived change were factors considered to motivate participants to 
engage with DBT. Within these two main findings, participants elaborated upon 
particular characteristics of a positive therapeutic relationship and of the therapist. In 
addition, positive relationships with fellow service users were a significant factor in 
increasing motivation for therapy. Aspects of DBT, such as telephone consultation, 
were also considered to increase engagement with the therapy. These findings are 
discussed in relation to previous relevant literature, implications are outlined and aim s 
for future studies are proposed.
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Introduction
Borderline personality disorder (BPD), characterised by a pattern of instability in 
interpersonal relationships, self-image and emotion, and by marked impulsivity 
(American Psychiatric Association [APA], 1994), is widely acknowledged as a 
complex, pervasive and acute mental health disorder (Evershed, Tennant, Boomer, 
Rees, Barkham et al., 2003; McQuillan, Nicastro, Guenot, Girard, Lissner et al., 2005; 
Swenson, Torrey & Koemer, 2002).
One of the principal concerns associated with BPD is that sufferers tend to engage in 
high-risk behaviours, such as deliberate self-harm and substance misuse (Linehan, 
2006). Such concerns are heightened by the fact that BPD is a challenging disorder to 
treat successfully (Chiesa, Drahorad & Longo, 2000; Department of Health [DoH], 
2005). This is due to issues such as low compliance with treatment medication 
(Linehan, 2006; Matas, Staley & Griffi, 1992), poor outcome in psychological 
interventions (Diguer, Barber & Luborsky, 1993;Reich & Green, 1991) and high-drop 
out rates of 44-66% in hospital-based treatment, where attrition has been found to be 
significantly higher for BPD than non-BPD populations (Gunderson, Frank & 
Ronningstam, 1989; Kelly, Soloff, Cornelius, George, Lis et al., 1992). Instead, 
individuals meeting criteria for this disorder will frequently use public and mental 
health services such as Accident and Emergency, crisis teams and acute inpatient 
medical and psychiatric services, as short-term solutions (Bender, Dolan, Skodol, 
Sanislow, Dyck, et al., 2001; Cook, Clancy & Sanderson, 2004; Hawton & Fagg,
1992). This could be attributed to a lack of adequate and effective treatment options 
for BPD due to high rates of co-morbidity, poorly trained staff to manage the 
complexity of the disorder and limited research on the efficacy of interventions for 
this population (Linehan, 2000; McQuillan et al., 2005; Ryle & Golynkina, 2000).
However, participating in treatment is vital for BPD sufferers to promote client self­
regulation when considering the high-risk behaviours they can typically use as coping 
mechanisms (Linehan, 1993). Furthermore, enhancing opportunities for engagement 
has been emphasised by the UK Government in standard four of the National Service 
Framework (NSF). For example, mental health services are urged to provide care
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which optimises engagement, anticipates or prevents a crisis and reduces risk (DoH,
1999). Additional incentives are outlined in Personality Disorders: No Longer a 
Diagnosis o f Exclusion (National Institute for Mental Health in England & Wales 
[NIMHE], 2003) where recommendations for good practice involve developing 
specialist multi-disciplinary personality disorder services to encourage engagement. 
This includes accepting and utilising relevant services and becoming involved in, and 
conducting, therapeutic tasks (Lister & Gardner, 2006). One specific therapy 
recommended by the Personality Disorder Capacity Plans (DoH, 2005) includes 
Dialectical Behaviour Therapy (DBT) by Linehan (1993).
According to this comprehensive and eclectic therapy, BPD develops out of a 
biological predisposition to emotional arousal that takes longer to reduce, which is 
known as emotional dysregulation. This is exacerbated by invalidating social 
environments, which refers to the individual’s personal communications being 
undermined or trivialised by key care-givers and met with erratic, inappropriate and 
extreme responses, such as punishment of emotional displays (Swenson et al., 2002). 
Therefore individuals develop maladaptive behavioural responses in order to cope 
with invalidating experiences and high emotional sensitivity (Scheel, 2000).
The DBT programme aims to help clients overcome maladaptive coping mechanisms, 
which is achieved by the therapist’s use of validation and acceptance where the 
client’s emotional, cognitive and behavioural responses are understood (Linehan,
1993). The dialectical aspect of DBT means that, alongside acceptance, the therapy 
aims to work towards changing pervasive behaviours associated with BPD. This is 
facilitated through providing therapy in different stages. At the pre-commitment phase 
client goals and targets are established, commitment strategies are used and clients are 
oriented to the model. Stage one focuses on reducing life threatening behaviours and 
replacing them with more adaptive skills to promote stability in daily functioning. 
Stage two focuses on reducing symptoms of post-traumatic stress disorder by means 
of exposure therapy. Stage three and stage four focus on increasing self-worth and on 
building a ‘life worth living’, which can be achieved in long-term insight-oriented 
therapy (Feigenbaum, 2007; Linehan, 1997; Scheel, 2002).
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DBT is also delivered through four intensive modes of therapy. The first mode 
consists of weekly individual sessions lasting up to 1.5 hours, during which a 
behavioural chain and solution analysis is conducted to provide alternative strategies 
to minimise dysfunctional behaviour patterns. This process involves selecting a 
maladaptive behaviour that occurs in the week (such as self-harm) and outlining the 
client’s chain of cognitive, emotional, behavioural and physiological reactions leading 
up to this behaviour. Alternative strategies are suggested at different points in the 
chain in order to highlight ways of pre-empting and preventing the behaviour in 
future. Service users are also taught alternative strategies in a didactic fashion during 
the second mode of therapy, which involves group or individual skills training lasting 
up to 2-2.5 hours; hence DBT is a twice-weekly therapy. Skills include principles of 
Mindfulness to promote self awareness. The third mode is between-session telephone 
consultation. This is offered to clients for skills coaching, to encourage skills 
generalisation to daily life as well as for repairing ruptures in the therapeutic 
relationship. The fourth mode is the consultation meeting between therapists to assist 
them in maintaining a DBT framework in their work (Scheel, 2000).
DBT is gaining widespread popularity for treating BPD due to an expanding evidence 
base (Feigenbaum, 2007). For example, seven randomised controlled trials (RCTs), 
showed a reduction in suicidal ideation, psychiatric hospitalisation, parasuicidal non- 
fatal self-harming behaviours (such as burning or cutting) and impulsive behaviours, 
including binge eating and substance abuse (Koons, Robins, Tweed, Lynch, Gonzelez 
et al., 2001; Linehan, Armstrong, Suarez, Allmon & Heard, 1991; Linehan, Camtois, 
Murray, Brown, Gallop et al., 2006; Linehan, Dimeff, Reynolds, Camtois, Shaw- 
Welch, Heagerty et al., 2002; Linehan, Schmidt, Craft, Kanter, & Comtois, 1999; 
Turner, 2000; Verheul, Van Den Bosch, Koeter De Ridder, Stijnen, et al., 2003). 
These results, alongside support from several small-scale studies with populations 
ranging from adolescent groups to those in forensic settings (Nee & Farman, 2005; 
Palmer, Birchall, Damani, Gatward, McGrain et al., 2002), suggest that DBT has a 
relatively efficacious evidence base (Blennerhassett & O’Raghallaigh, 2005; 
Chambless & Hollon, 1998). Thus it is recommended as a treatment of choice for 
BPD by the APA (2001) and NIMHE (2003).
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Despite critics highlighting methodological flaws in studies supporting the efficacy of 
DBT (see Blennerhassett & O’Raghallaigh, 2005; Scheel, 2000; Verheul, et al., 2003), 
one consistent finding in the literature shows high retention rates with this therapy, 
which is an essential ingredient for any therapeutic intervention to be successful 
(Leahy, 2001; Linehan, 1993). For example, in the first RCT using participants with 
BPD, 83% of those using DBT remained in the therapy for its duration (Linehan et al., 
1991). In their RCT with the BPD population, Verheul et al. (2003) found that 63% of 
participants assigned to DBT stayed in the therapy compared to 23% of those 
receiving “treatment as usual”, consisting of outpatient appointments twice a month 
with a social worker, psychiatrist or psychologist.
With an absence of any research to explain this phenomenon and findings suggesting 
that DBT is successful at enhancing treatment retention (Linehan, 2006), reasons why 
clients engage with DBT have largely been speculative. Consequently, critics and 
commentators suggest that this issue requires investigation (Blennerhassett & 
O’Raghallaigh, 2005; Feigenbaum, 2007; Lynch, Chapman, Rosenthal, Kuo & 
Linehan, 2006).
In fact, Linehan (2006) also highlights the fact that it is unclear which components of 
DBT influence high retention rates. She suggests that clients may engage because of 
strategies used in DBT that address problems with compliance (Linehan, 2006). These 
include orienting or familiarising the client with the treatment procedure, encouraging 
commitment to change maladaptive behaviours, and overcoming non-engagement with 
therapy by addressing therapy interfering behaviours of the client and/or therapist that 
can obstruct achieving or setting goals, completing homework or attending therapy 
(Linehan, 2006).
Ease of access to therapists is thought to encourage engagement and retention in DBT 
(Blennerhassett & O’Raghallaigh, 2005; Lynch et al., 2006; McQuillan et al., 2005). 
The model’s success at retaining clients could also be explained by the intensive 
relationship-focused approach, including the therapist’s validation or acceptance of 
the client’s behaviour, thoughts or feelings, which is emphasised in the treatment 
(Lynch et al., 2006; McQuillan et al., 2005). This is significant when considering that
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one of the problems associated with BPD is the client’s difficulty in forming stable 
therapeutic relationships (Linehan, 1993).
The view that treatment compliance is influenced by a positive therapeutic 
relationship (Baruch, Gerber & Fearon, 1998; Hynan, 1990) was found in an attrition 
study by Chiesa et al. (2000). They investigated reasons why clients with BPD 
dropped out of an inpatient psychodynamic programme. Reasons for non-engagement 
included the inflexible and standardised nature in which treatment was delivered. 
Furthermore, relationships with other patients were found to be significant in 
influencing attrition, where participants described experiences of intimidation, 
bullying and ‘back biting’ by fellow service users. Relationships with therapists were 
also significant in influencing attrition when therapists were considered to be difficult 
to reach on a ‘human level’, lacking understanding about clients’ fears and 
vulnerabilities and instead were reportedly moralistic and punitive in their response to 
clients’ concerns (Chiesa et al., 2000). Moreover, one study suggested that an 
unsupportive parental attitude towards treatment as well as multiple personal losses 
(such as deaths of family members) and severe BPD symptoms (such as regular self- 
harm) could affect treatment engagement of adolescent clients in a short-term DBT 
programme (Halaby, 2006). Therefore, relationships forged during therapy alongside 
service delivery, client history, current environment and severity of symptoms could 
also influence either drop out and engagement for the BPD population.
In addition, apart from one study by Perseius, Ojehagen, Ekdahl, Asberg and 
Samuelsson (2003) on perceptions of DBT, there appears to be an absence of research 
on the perspectives of service users. To redress this considerable gap in the literature it 
is essential to discern the views of those that are recipients of the treatment as they can 
provide insights about engagement issues that an outsider to the experience would be 
unable to (Dzurec, 1994; Gullickson, 1993; Hayne & Yonge, 1997; Nehls, 1999).
Hence, the general aim of this study was to explore service users’ reasons for 
engaging with DBT. This was investigated through the following research questions: 
(i) What factors motivated clients to remain in therapy? (ii) What factors specific to
186
DBT motivated clients to remain in therapy? (iii) Were there factors outside of 
therapy that motivated clients to engage?
Method
Design
A qualitative methodology was chosen to meet the exploratory nature and aims of this 
research study (Elliott, Fischer & Rennie, 1999). Data were obtained via semi­
structured interviews and analysed using the processes and procedures of the Data
Display approach (Miles & Huberman, 1994).
/
Ethical considerations
Research approval was granted by the University of Surrey, School of Human 
Sciences Ethics Committee (appendix 1), a National Health Service (NHS) Local 
Research Ethics Committee (appendix 2) and a NHS Research and Development 
department (appendix 3).
Careful consideration was given to risk-management in light of the difficulties 
associated with BPD, such as suicide and self-harm. Therefore interviews took place 
on NHS mental health premises where staff members were available in case concerns 
arose during the interview. Participants were informed that confidentiality would be 
breached should the researcher be concerned about harm to self or others, and in 
consultation with the participant. The debriefing at the end of each interview aimed to 
minimise any distress caused due to participation. In the case of continued distress, the 
researcher was prepared to discuss suitable contacts, including the participant’s 
individual therapist, with whom participants had out-of-hours email or telephone 
contact as part of their treatment. Participants were also paid £10 to reimburse them 
for their time and travel costs.
Participants
Panel sampling (Coolican, 2004) was used to recruit service users where potential 
participants were identified by their individual therapists at the service. This method 
of recruitment was deemed appropriate to gain access to a vulnerable sample.
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Therapists were provided with an individual therapist information sheet outlining the 
inclusion and exclusion criteria and details about the research (appendix 4). Therapists 
were asked to provide potential participants with the participant information sheet 
(appendix 5), outlining relevant details about the study and a contact consent form 
(appendix 6), giving the service user the option of providing contact details so that the 
researcher could approach him or her to discuss the research further. This procedure 
was used in case participants had any queries and was not considered a substitute for 
consent for participation. Information provided to the team of therapists was approved 
by a research supervisor and a service team member who acted as a consultant to the 
research due to her expertise in DBT. Information sheets provided to participants were 
reviewed by a consultant service user and minor changes were made for clarity.
Twelve out of fifteen service users who were provided with the information 
participated in the research. Ten participants chose to be contacted by the researcher 
and two initiated contact. After having the opportunity to ask questions, all twelve 
service users gave verbal consent to participate. Table 1 outlines the sample’s basic 
demographic information.
Table 1: Demographic information
Gender 11 females 
1 male
Age Range 24-41 
Mean age 34 years
Ethnic group 
and nationality
10 White British
1 White European
1 Mixed-White and Black African
Stage of treatment Stage 1=7 participants 
Stage 2= 5 participants
Length of time in 
the DBT service
Range 5 months- 4 years 
Mean 2.5 years in the service
Recruitment was terminated after the twelfth interview as this sample size is sufficient 
for qualitative research studies (Lyons, 2000; Miles & Huberman, 1994) and was 
considered to be adequate in yielding a range of meaningful data from which 
similarities and differences between service user responses could be identified.
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Procedure
Participants were recruited from a specialist NHS outpatient BPD service, offering 
DBT. This is the standard context in which the therapy is delivered (Blennerhassett & 
O’Raghallaigh, 2005). Criteria specific to the service included individuals over the 
age of 18, individuals with an official diagnosis of BPD or who met criteria for this 
disorder. The exclusion criteria for the service were individuals who had substance 
dependence and a primary psychotic disorder and individuals who had a significant, or 
recent, forensic history that indicated high-risk in outpatient settings.
In addition, the inclusion criteria specific to the study were:
1) Participants in stage one or two of therapy. The service offered treatment up to 
stage two and it was thought that participants in either of these stages would have 
enough therapy experience to discuss their reasons for engagement with DBT.
2) Participants had either telephone or email contact with their individual therapist in 
case of any distress following the interview.
The exclusion criteria were:
1) Service users unwilling to have the interview audio-taped as this was the only form 
of data collection to enable data analysis
2) Service users in individual therapy with the researcher, as she was conducting her 
final year placement at the service.
The researcher became acquainted with the service, the client group and the service 
providers during her clinical placement at the department. This enabled her to discuss 
the study with the team, who agreed to facilitate the recruitment process and provide 
telephone consultation in case of participant distress.
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Participants were invited to a face-to-face interview. They were reminded of the 
research process, their right to withdraw without explanation and were offered 
opportunities to ask questions. The researcher outlined confidentiality to highlight that 
information shared with others, including the DBT team, would not identify them by 
name as they would be given pseudonyms to maintain confidentiality. Written consent 
for participation (appendix 7) and demographic information (appendix 8), including 
questions on ethnicity and gender, was then obtained before the interviews 
commenced. At the end of interviews all twelve clients were debriefed and none 
reported distress. Participants were then asked if they wanted a copy of the results and 
were paid £10.
Interviews lasted between 40-70 minutes and were audio-recorded and transcribed 
verbatim. Participants were assigned pseudonyms and all identifying markers were 
removed (see appendix 9 for a full copy of an interview transcript).
Although a self-completion questionnaire (Judd, 2000) was considered, the semi­
structured interview was thought to be the most appropriate method of data collection 
for this study. This process enabled the researcher to clarify her understanding of what 
participants said face to face, which would not be possible through a questionnaire 
format. It also enabled participants to elaborate upon their experiences spontaneously 
and in their own words (Willig, 2001) rather then through the framework of a 
questionnaire where assumptions would be made about their experiences.
Interview schedule
The interview schedule was developed in consultation with two research supervisors, 
a consultant service user, the service manager and the research consultant at the 
service. This process began by considering published and unpublished literature on 
quantitative and qualitative research relevant to this study. Two pilot interviews were 
conducted with service users and specific questions in relation to the model were 
added in consultation with two research supervisors.
The interview questions (appendix 10) asked participants about factors they thought 
motivated them to begin and continue with therapy especially during difficult periods.
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Furthermore, participants were asked to consider periods when they left or wanted to 
leave the therapy, any changes they had noticed and how this influenced their 
motivation to engage with the therapy. Participants were also asked directly about 
how specific aspects of the model may have influenced their engagement with DBT if 
at all. The final questions invited participants to add any further comments. A 
conversational style was used to facilitate rapport and to put participants at ease 
during the interview (Breakwell, 1990; Finlay, Dinos & Lyons, 2000). Therefore the 
order of questions varied and was dependent on participants’ responses.
Analytic process
The data display approach aims to provide causal explanations and combines other 
qualitative methods, using a broadly inductive approach that befits an objective 
empiricist framework (Judd, 2000; Henwood & Pidgeon, 1994; Lyons, 2000; Miles & 
Huberman, 1994). The epistemological stance associated with this method is 
transcendental realism (Lyons, 2000; Manicas & Secord, 1982), which assumes that 
“social phenomena exist not only in the mind but also in the objective world” (Miles 
& Huberman, 1994: 4). This method aims to display research findings in a concise 
visual format where patterns, themes and relationships that emerge within qualitative 
data can be readily identified and explored further (Miles & Huberman, 1994; Lyons, 
2000). Therefore the data display approach through data reduction provides condensed 
information (Tesch, 1990) in an ordered and systematic fashion (Miles & Huberman,
1994).
The advantage of the data display approach is that the visual arrangement allows 
experientially based data to be quickly assessed on a single page making the 
interpretation of results easily accessible (Cleveland, 1985; Judd, 2000; Miles and 
Huberman, 1994). Furthermore, by looking for causal explanations it is a method that 
investigates psychological processes occurring overtime, and also goes beyond 
description by considering relationships between variables.
Data analysis
After each interview a contact summary sheet (appendix 11) was completed to outline 
salient themes from each interview in order to inform subsequent data collection.
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The analytic process involved a content analysis (Miles & Huberman, 1994; Lyons,
2000) of each transcript using the computer package Nvivo7 (QSR, 2006). Transcripts 
were read and re-read so that the researcher was familiar with the data. Emerging 
themes were written as short hand descriptive and interpretive codes (Miles & 
Huberman, 1994) under the free node function of Nvivo7 where core issues, ideas or 
processes were expressed (Judd, 2000). After this procedure was followed for each 
transcript, free nodes were checked and amended to ensure they reflected the data 
upon which they were based (for a list of codes and quotes see appendix 12). Those 
codes that represented similar constructs or concepts were grouped together under tree 
nodes to represent pattern codes.
As the data display approach adopts a ‘realist’ empiricist epistemology, reliability is 
used as an evaluative criterion (Henwood & Pidgeon, 1994). Inter-rater reliability was 
assessed with another rater with experience in qualitative and quantitative data 
analysis where codes and their definitions were checked. By examining a sample of 
approximately half of the transcripts Cohen’s kappa = 0.96.
Those themes that were relevant to the research questions were chosen for the data 
displays. Different visual formats were generated before deciding on the final visual 
representations that best represent and summarise the data.
Of the various styles within the data display approach, a checklist matrix was used, as 
this procedure is conducive to exploring a new domain of research (Miles & 
Huberman, 1994). The matrix comprises several elements or components of a single 
cohesive variable that are set up in rows and columns. This method is useful for 
understanding the connection between variables and is appropriate for service users 
and service providers, as they have a clear outline of the findings and are able to draw 
conclusions easily and quickly. Matrices will be displayed and those themes that are 
considered most salient will be outlined and expanded upon with quotations from 
participants’ interviews.
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The data display approach also acknowledges data on an individual level “to show the 
complexity of the person” (Miles & Huberman, 1994: 134). An adaptation of the 
cognitive map in data display was used to outline one participant’s narrative of a 
salient theme that was relevant to the research questions. This visual format was 
chosen in order to clearly outline the theme and because it emulates the behaviour 
chain analysis used in DBT. Therefore information was displayed in a format 
consistent with the therapeutic model. In order to produce this, a section of the 
participant’s transcript was read where she mapped out her process of change with 
examples. These were then placed in the same order within the display.
Results 
Motivation to begin and remain in therapy
Table two (see page 197) provides an overview of the salient factors that participants’ 
stated as reasons for engaging with DBT. Column and row headings were categorised 
by the researcher according to central themes identified within participants’ responses. 
The different periods of motivation for therapy were divided into two categories 
written in row headings. These were motivation prior to starting DBT, which included 
the referral period and being assessed by the service, and motivations whilst in DBT. 
The factors contributing to motivation were written in columns. The numbers in 
brackets in each cell refer to the number of participants whose responses could be 
located within that particular subcategory. For example, six participants stated that a 
motivating factor for treatment was that DBT was a specific treatment for BPD. 
Twelve participants referred to initial motivation for DBT. Two participants stated 
that an initial motivation for treatment was based on DBT being a specific treatment 
for BPD because it was recommended by a referrer. The row stating ‘motivation to 
remain because’ refers to information between columns and rows. The excerpts of 
narrative within these cells are summary statements taken from a selection of 
participants’ responses that best exemplify their motivation to remain in therapy. Cells 
with ‘n/a’ highlight those themes that participants did not refer to. For example 
participants did not refer to characteristics of the therapeutic relationship as an initial 
motivation.
193
Salient themes
All participants referred to their initial motivation for DBT in relation to previous 
experiences of therapy. Therefore it is significant that the most salient ‘initial 
motivation’ for participants (67%) was an ‘absence of effective alternative 
treatments’:
If you spend a lot of time in the mental health system, you’ve basically 
been told you have borderline personality disorder, that it’s untreatable 
and they just throw pills at you basically and you know at A&E if you 
cut yourself they patch you up and send you off to see a shrink and he 
says ‘there’s nothing we can do and we’ll send you home’. You sort of 
feel a lot of the time that there is nowhere for you to go. Meg
This was also a continued motivation for all 67% of participants while in therapy:
[There were] no other appropriate options I think, that’s what brought 
me here. And sometimes when I feel like, it’s [DBT] too difficult, just 
feel, I haven’t really got another option. Jill
As outlined in table two, the prevailing motivating factors while in therapy were 
relationships participants forged, as well as variables related to change. These factors 
will be expanded upon in the remainder of the results as they were the most salient 
themes in participants’ accounts. However, as the theme of relationships was salient 
for most participants, the sub themes associated with the therapeutic relationship and 
group relationships will be outlined in this section. This is to aid understanding of 
these themes as they feature in the rest of the analysis.
All participants (100%) stated that a positive therapeutic relationship influenced their 
motivation to engage while in therapy. For 67% this was defined as consistent contact 
with the therapist as a motivating factor to remain in therapy. Furthermore, 67% stated 
a ‘stable’ relationship, was a motivating factor where conflicts or issues could occur 
within the relationship and were endured:
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Our relationship has survived some tough times, so I know it’s stable.
That’s enough for me to know that I could even blow up at her 
[individual therapist] and then came back and talk about it, and we’ll 
be ok. Meg
Furthermore, 83% of participant’s ascribed eight therapeutic styles, or ways of being, 
to their therapist that they believed influenced their decision to remain in DBT. The 
most salient (90%) was therapists’ understanding client individuality:
Well what encouraged me to stay in the therapy was that my 
psychologist understood me as a person, because everyone’s different 
you know. And just because you’ve got BPD you’re slotted into a box 
you know, but everyone’s got slightly different symptoms probably 
different personality traits and stuff like that, so they need to be 
understood as individuals. Mary
Related to this factor was therapist acceptance (50%) of participants, which was 
described as increasing motivation to remain in therapy:
Participants (70%) also stated that therapists who were willing to be available via 
telephone consultation also motivated them to remain in therapy. In fact, 40% of 
participants referred to this form of availability as a sign of therapist ‘dedication’, 
which in turn motivated them to reciprocate the effort out of a sense of duty. For Jill 
this sense of duty was described as an obligation:
I feel, oh God, he’s given so much, I’d better keep trying [laughs] 
that’s the manipulative aspect of DBT. Jill
Considering the therapist as ‘human’ and approachable was described as motivating 
for 60% of participants because of what participants described as self-disclosure, 
where therapists were willing to share information about their experiences of trying 
DBT skills in their own lives. In addition, therapists taking a supportive role (50%) 
was described as a motivating factor for remaining in therapy.
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Motivation was also considered to increase because of positive relationships between 
group members (83%). For 80% of these participants this was related to a shared 
understanding and experience of the disorder:
I think...having a good relationship with other people, like, in the 
group, is quite useful because there’s a similarity in thoughts and 
difficult experiences because you sort of share characteristics. Tanya
Additionally, therapists who were directive or task-oriented were preferred by 58% of 
participants who discussed this in light of ineffective previous therapies, as outlined in 
‘absence of effective alternative treatments’.
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Coping with obstacles to engagement
Table three (see page 201) displays the obstacles to engagement whilst in therapy, 
referred to by participants. These are in column headings. Row headings outline the 
factors that help moderate these obstacles in order to remain in DBT. The table can be 
interpreted in the same way as table two.
In table three findings were largely based on eight participants (67%) accounts, seven 
of which had been in therapy for three to four years and one participant who had been 
in therapy for one year. Despite prompting by the researcher, the remaining four 
participants (33%) spoke more readily about the positive aspects of DBT. This 
observation could be accounted for by the fact that these individuals had been in 
therapy for a shorter space of time (up to one and half years) in comparison to seven 
of the eight participants who had been in therapy for longer. Therefore the 33% of 
participants might have had fewer difficulties. Alternatively participants might have 
been reluctant to mention difficult experiences in an effort to maintain a positive 
image of the therapy, in order to remain motivated to engage during these initial 
stages of their treatment. However, one participant’s account was unique as she had 
been in therapy for a short time and her struggles with engaging with DBT were 
salient issues in her narrative. This might be explained by a recent crisis and difficulty 
she describes during her interview, possibly making obstacles a salient issue.
Salient themes
Overall, the therapeutic style of therapists was considered the most significant factor 
(92%) to help overcome difficulties. The most significant obstacles were DBT 
language (66%) and a therapeutic impasse with the individual therapist (66%).
Obstacles that are DBT specific: An important block to engaging with homework and 
learning skills for 67% of participants was difficulty in understanding the language 
used in DBT. This was illustrated in one participant’s account when she recalled her 
initial obstacle to engagement:
I didn’t like all the words it took me a long time to get used to all the 
words, and there was a lot of hand outs that I found very difficult at
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first, cos I couldn’t really understand what they meant. It was all like 
jargon really. [ ] Other people that I’ve known, they’ve gone to the 
first group and not stuck it out because of this. Laura
Both the group sharing this difficulty (58%) and client perseverance (58%), were 
described as factors that helped clients to overcome this experience. Client 
perseverance referred to personal motivation to change for 58% of the sample, this 
was based on desperation to change their circumstances.
For 67% of participants a therapeutic impasse was connected with non-attendance and 
a desire to ‘repair’ the relationship with their therapist via telephone consultation. 
Furthermore, the therapist’s honesty and approachability for 75% of those referring to 
this obstacle was also considered to be a factor helping participants to overcome the 
impasse.
For 58% of the sample, an ongoing block to engaging with therapeutic tasks was 
‘applying skills to daily living ’:
The skills are hard. You know, it’s great in theory but quite difficult 
to apply them in the real world. It’s like an ongoing issue I need help 
with. Linda
Those referring to this obstacle stated that an available and supportive therapist helped 
them to work towards overcoming this difficulty.
Obstacles related to individual}s symptoms: For 58% of the sample, ‘poor 
concentration’ was discussed as a block to remembering skills. To overcome this, 85% 
described finding group relationships a supportive resource because others shared 
their experience:
I find it hard to concentrate enough to use the skills that I should be 
using....and when I tell the others in the group they are like....‘oh
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yeah I know what you’re saying’...they’ll even suggest skills and it’s 
a relief, you know, knowing you’re not alone with it. Bev
Thus group affiliations were described as having a ‘therapeutic’ role similar to that 
associated with their therapist. Furthermore the above example outlines how, for this 
participant, it reduced her sense of isolation. This was also relevant to ‘mistrust of 
others’ where all 50% of participants who referred to this variable stated that, 
alongside therapist availability (50%) and telephone consultation (67%), a 
commonality between service users was an important factor in helping them to cope 
with their difficulties.
For 50% of participants, pervasive patterns of behaviour were described as obstacles 
to engaging with homework tasks, such as practicing skills. These were described as 
‘self-sabotage’, due to a lack of control over this obstacle. The most effective factor to 
help overcome self-sabotage for 62% of participants was telephone consultation that 
provided support and skills reinforcement:
Telephone consultation is quite helpful because there’s a side of me 
that just wants to indulge in negative destructive behaviours... it 
wasn’t kind of programmed into my brain to actually ask for help,
I’d let myself get in some kind of state rather than actually speak to 
someone. But now I can call [name of individual therapist] and it’s 
nice to know that there is some support there, and he gives me skills 
like Mindfulness, which stop me collapsing in a heap, which is what 
I would usually do... He helps me cope. Tracy
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Motivation through change
In table two (see page 197), ‘noticing changes’ was a significant motivating factor to 
remain in therapy for 92% of participants. Therefore table four (see page 205) 
displays the themes associated with this factor in a similar format to tables two and 
three. The changes service users identified are outlined in columns and the DBT 
factors that were considered to facilitate these changes are outlined in rows.
Salient themes
Managing strong emotions was the most significant change noticed by 92% of 
participants. For 75% of participants they described telephone consultation with skills 
as a factor facilitating change. Of those that stated this, 77% said telephone 
consultation with skills helped them cope with their strong emotions:
I suppose, like when I was really anxious and things like that and I’d 
phone up and [name of individual therapist] would be like, do a bit of 
mindfulness, bit of distraction, maybe something self soothing. So 
she would help me in that way...when I couldn’t think of getting 
myself started on anything. Donna
One participant outlined that knowing she could use telephone consultation in itself 
reduced high emotion, even if the therapist did not respond immediately:
Like even if I don’t know what skills to do and I am feeling really 
bad I know I can go and phone. And if she doesn’t get back to me 
straightaway, I know she will eventually and just knowing that will 
lower my emotion a little bit. Linda
The most significant factor facilitating change was ‘contact with therapist via 
individual therapy’ (92%). Developing insight was the most significant change 
associated with this factor, where 90% of participants stated that contact with their 
therapist facilitated awareness of themselves and others. This suggested that 
techniques, such as diary cards, chain and solution analysis, used in DBT were
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considered to be important in the process of change and possibly encouraged 
engagement with DBT:
One of the things on the diary card was disassociation and emotions 
like anger. You scaled on one to five how you felt and then you put 
the factor why you felt that way and at first when I was talking about 
feeling dissociated I was just telling [individual therapist] it just 
happened and nothing seemed to happen that made it happen. It was 
only when we did the diary card that we looked back when we did 
the chain analysis and I realised it was, ‘oh when this happened’ or 
when I felt really anxious. So, I was a bit surprised by that and I 
think cos of that I wanted to know more about what was happening 
to me. So I filled in the diary cards more and more after that. Laura
A significant change for 75% of the population was in their impulsive behaviour, 
which included suicidal urges (66%), parasuicidal acts (44%) and alcohol use (22%). 
For 88% of this population, learning skills in skills training provided alternative ways 
of coping that facilitated this change. Furthermore, 88% also attributed this to 
receiving support and skills via telephone consultation.
Another interesting finding was that 68% of participants noticed improvements in 
relationships outside of DBT. For 54% this was facilitated by a combination of skills 
and the individual therapist. Therefore the therapeutic relationship, alongside skills, 
was important in facilitating change and promoting motivation for DBT due to 
improvements in relationships in other aspects of participants’ lives:
Yeah [name of individual therapist] has helped me, you know 
by reminding me about the skills I should use instead, and in a 
strange way its kind of helped my partner as well by me 
coming here, using the skills, like Mindfulness, because I’ve 
learnt to cope with things better in the outside and I suppose he 
sees me calmer and then that helps him to er...you know, cos 
sometimes you know if you’re upset it makes someone else get
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upset or you know, it makes other people feel unwell.. So we’re 
both calmer than we used to be. Laura
I’ve noticed things have changed, er...Fm dealing with things 
more differently than I was before, before I would shout and 
argue, cos I didn’t know how to deal with my emotions now I 
talk to people, more openly more and I find people are happier 
more around me. But I feel that has come around because, I 
come here and my therapist and skills trainer help me in the 
sessions. M ark
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The process of change
To expand upon the previous section, figure one (see page 207) outlines one 
participant’s narrative that focused on her process of change and how factors already 
mentioned above influenced her motivation to engage. As this was a salient theme in 
this participant’s account her viewpoint will be represented here as it is also pertinent 
to the aims of this research.
Meg has been a service user for three years and is in stage two of therapy. Boxes in 
black outline her journey, blue boxes outline those interventions that encouraged 
engagement, red boxes refer to obstacles and periods of difficulties, and boxes in pink 
outline changes she noticed that motivated her to engage. Writing that has single 
quotations (*’) and is italicised represent direct quotation from the participant’s 
transcript
Summary of map
The blue boxes highlight how a combination of the therapeutic relationship, the use of 
skills and the use of telephone consultation during the initial stages of her journey 
were significant in motivating her to engage. This could suggest a greater dependence 
on the therapeutic relationship during the initial phases.
The obstacles also suggest that other relationships can be invalidating and impinge on 
the process of change as well as engagement with DBT. Alongside the group and 
therapist, it is evident that Meg’s environment was significant in reinforcing 
engagement with therapy during the obstacles.
Finally, the pink boxes outline ‘fundamental changes’ Meg referred to, which suggest 
her more recent reasons for engagement were influenced by the changes she 
perceived. These changes are likely to be motivating factors when considering how 
she emphasised their importance in terms of helping her survive and in terms of 
creating a future.
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Discussion
The aim of this study was to explore reasons for engagement with DBT from the 
perspective of service users with BPD, due to the relative absence of research on this 
topic area.
In addition to supporting the existing literature, which suggests that treatment 
compliance is influenced by a positive therapeutic relationship (Baruch, Gerber & 
Fearon, 1998; Hynan, 1990); this study provides empirical evidence outlining specific 
components of the client-therapist relationship considered to increase client- 
motivation to engage with DBT for those suffering from BPD.
Two principle components of the positive therapeutic relationship were stability 
within the relationship and consistency in contact. Both dimensions suggest that 
service users valued consistent relationships that could withstand challenges and 
obstacles. This is a significant finding as one of the main obstacles to treatment 
engagement for the BPD population is attributed to difficulties in developing stable 
relationships with mental health professionals (Linehan, 1993). This could be related 
to the fact that therapists are easily accessible within this model, which might be 
lacking when receiving treatment as usual.
Empirical support for the use of validation in DBT (Linehan, 1993) was provided 
when participants referred to therapists’ styles and approaches that promoted 
motivation and engagement. For example, for 75% of participants, one significant 
therapeutic style was when therapists showed understanding of the participant as an 
individual. Other therapeutic styles included being supportive and approachable or 
‘human’ as a therapist, which was consistent with findings from Cheisa et al. (2000). 
In the current study, these characteristics facilitated engagement with therapy when 
faced with obstacles. In particular, overcoming therapeutic impasses were facilitated 
by the therapist when they admitted mistakes which made them ‘human’. In Cheisa et 
al.’s study, these characteristics of therapists were absent and contributed to departure 
from the therapy. Furthermore, acceptance as a therapeutic style was referred to by 
only 43% of the sample. This is an interesting finding when considering that it is
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emphasised as a key therapist style in DBT in order to counteract possible therapeutic 
impasses (Linehan, 1993). Such a result could be accounted for by participants 
considering ‘support’ and ‘understanding’ as part of acceptance and validation.
Group skills training is considered to be an important mode of treatment in DBT in 
terms of skills reinforcement (Linehan, 1993). However, the findings of this study 
suggest that group relationships were significant in promoting motivation and 
engagement with DBT for 83% of the group. In fact, participants did not refer to 
specific skills unless prompted by the researcher and, on many occasions, stated being 
unable to remember the names of the skills. This could be because participants were 
still in the process of learning the skills or because they had incorporated them into 
daily life making it hard to differentiate or pin point. However this finding could also 
suggest that the relationships developed during skills training may have been an 
important factor for this sample, more so than the skills themselves. For example, 
findings in this study suggest that group members became therapists to one another, 
providing support and advice to promote change, as outlined in table four, as well as 
facilitating engagement during periods when individuals did not want to engage, as 
outlined in table three. These findings support those in the attrition study outlined by 
Chiesa et al. (2000), where early termination of therapy was attributed to negative 
relationships with other patients.
A significant aspect in table three was the emphasis on the group sharing these 
difficulties and thus understanding the individual’s experience. Thus, positive 
relationships with other service users are likely to promote engagement with therapy, 
not only because of the additional support network but also because of the 
‘normalising’ aspects of being with people with similar presenting issues and 
concerns. These findings suggest that the therapeutic relationship went beyond that of 
the dyadic client and therapist relationship to include relationships with fellow service 
users. Hence clients could engage with technical aspects of DBT, such as learning 
skills, because of secondary gains associated with being in a group that has qualities 
of a therapeutic relationship. This supports the supposition by Lynch et al. (2006) that 
engagement with this therapy is enhanced via the relationship-focused approach of 
DBT.
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Participants stated that apart from the various relationships, perceived change was a 
significant factor in motivating clients. Within this category, contact with the therapist 
via sessions or telephone consultation was important in the change process which 
subsequently motivated engagement. Techniques that promote engagement, such as 
commitment strategies, as outlined by Linehan (2006), were not outlined by 
participants in this study. Instead the modes of treatment that increased contact with 
the therapist were emphasised, thus supporting the supposition that ease of access to 
therapists was involved in promoting engagement (Blennerhassett & O’Raghallaigh, 
2005; Lynch et al., 2006; McQuillan et al., 2005). This was also illustrated in the 
single narrative where the participant referred to access to her therapist as an essential 
component in facilitating engagement during her process of change. Like Halaby’s 
(2006) study, Meg’s account also highlighted that unsupportive others could facilitate 
non-engagement.
Although an additional aim was to consider influential factors outside of DBT that 
promoted engagement, it was interesting that participants did not provide details on 
this issue, despite being asked about other influences. This might have been because 
DBT was a salient topic as participants were being asked about engagement in relation 
to this model and because interviews were being conducted at the DBT service.
This study represents the views of service users on a topic that is relevant to the client 
population and to clinical practice. This is particularly significant when considering 
the relative absence of service users’ perspectives in empirical research (Dzurec, 
1994; Gullickson, 1993; Hayne & Yonge, 1997; Nehls, 1999). Furthermore, the use of 
the data display approach has been advantageous in providing large amounts of 
information in a condensed visual format.
A limitation of this study is that given the relatively small sample size, the findings 
may not be representative of other service users’ views and experiences of DBT. 
Although it appeared anecdotally that service providers gave information to all those 
who met criteria for this project, it is evident that there was a potential for bias by 
recruiting participants through service providers. Participants that were deemed
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suitable by the therapist may have been provided with information rather than being 
selected on the basis of the inclusion and exclusion criteria. For example, clients that 
presented a positive view of DBT, or were more articulate, may have been selected or 
encouraged to participate. It is possible that those participants who were considered 
less vulnerable may also have been selected. In addition, participants may have felt 
obliged to take part in order to please their therapist.
At the time of designing the study, the researcher thought this would be an appropriate 
recruitment strategy to increase access to potential participants from a vulnerable 
population. However, other forms of recruitment, such as advertising in the 
department might have been more suitable to ensure that service users were not 
selected but chose to participate. Although no information about individual 
participants was shared with service providers, participant confidentially could also 
have been better maintained by using this method, so that therapists were not aware of 
those who were willing to take part in the study.
A further limitation was the researcher’s role as a trainee in the service. This might 
have influenced participant’s responses, in terms of presenting a more positive 
experience of DBT, which was apparent during some interviews. In addition, for those 
participants that focused less on the difficult aspects of therapy, there might have been 
a need to idealise DBT in order to engage with it during the early phases of their 
treatment, particularly as difficult experiences were harder to reflect upon for those 
that had been in the treatment for a shorter period of time. An alternative explanation 
could be that participants were likely to focus on positive aspects of engagement 
because of undergoing a pre-commitment phase of therapy before being accepted for 
DBT, where various commitment strategies are used to encourage motivation for 
therapy. Those that are ambivalent or who show a lack of commitment to change are 
less likely to be accepted for DBT during this filtering process. Therefore the sample 
was likely to be a committed and motivated group, which was advantageous when 
considering the aims of the study. However, a disadvantage might have been that 
some participants found it challenging to reflect on difficult experiences during their 
engagement with treatment because showing a willingness to remain in therapy is 
promoted and encouraged in DBT, thus limiting discussions on periods of non­
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engagement. Moreover, those participants that stated the absence of affective 
alternatives as a motivating factor might have cited this because it is one of the 
commitment strategies outlined in the treatment manual, which is used in order to 
encourage client-motivation for treatment. Hence, participants’ reasons for 
engagement might have been influenced by a process of persuasion through 
commitment strategies used to develop, maintain and/or increase client-compliance to 
treatment. Therefore, participants that dropped out of this therapy either at pre­
commitment or during treatment could provide further insights on some of the factors 
that might impede the process of engagement to treatment and could expand on the 
obstacles to treatment compliance for those suffering from BPD when using DBT. 
Interviewing service users on this issue could also provide insights on why 
commitment strategies might work for some and not others within this population.
When considering the implications for practice, findings from this study indicate that 
increased opportunities for contact with the therapist that provides support, advice and 
skills reinforcement via DBT can enhance client-engagement and motivation for 
therapy for this population. Thus, the format of DBT challenges standard therapeutic 
practice, which is usually confined to once-weekly sessions in the NHS. 
Consequently, the delivery of standard treatment to this population may need to be 
reconsidered to include more client-therapist contact in the treatment of this 
population, to enhance treatment compliance. However, further consideration needs to 
be given to whether offering increased client-therapist contact is a specific 
requirement that is unique to the behavioural format of DBT or one that can be 
extended to other therapeutic models. For example, skills generalisation is a key 
aspect of DBT, and thus, increased opportunities for contact are appropriate within the 
context of this model in order to reinforce the use of skills in daily living. If other 
therapeutic models adopt a similar framework to DBT, they would need to consider 
the function of increased contact. Furthermore, many participants in this study, 
especially those that had been in the therapy long-term, referred to ‘separation 
anxiety’, when reflecting on leaving the service. Thus further research could consider 
the implications of increased contact with the therapist for this population, in terms of 
client-dependency and client-autonomy.
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In conclusion, this study highlights key factors associated with DBT that could 
enhance treatment motivation and engagement with therapy. The findings raise 
questions for the field of psychotherapy regarding the delivery of treatment for BPD, 
and though this is a preliminary investigation, future research could explore additional 
factors that influence client engagement and/or client non-engagement for this 
population. This could be achieved by conducting a comparative study on other 
specialist treatments for BPD that explores the perspectives of those who decide to 
remain or leave therapy, in order to identify factors influencing client-compliance 
across therapeutic modalities. Such an investigation could assist practitioners in 
developing a generic approach or model to treatment, outlining ways to provide 
optimal mental health care to this vulnerable group.
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APPENDIX 1: UNIVERSITY ETHICS LETTER
School of
Human
Sciences
Farha Choudhary
Department of Psychology - PsychD 
University of Surrey
14 December 2006
Dear Farha 
Reference: 94-PSY-06
Engagement with dialectical behaviour therapy: A qualitative study from the perspective 
of service users with borderline personality disorder
Thank you for your submission of the above proposal.
The School of Human Sciences Ethics Committee has given a favourable ethical opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the School Ethics Committee.
Yours sincerely 
Dr Kate Davidson
Dr Kate Davidson
Chair: SHS Ethics Committee
University of Surrey   ....
University of 
Surrey
Guildford
Surrey GU2 7XH UK 
Telephone:
+44 (0)1483 689445 
Facsimile:
+44 (0)1483 689550 
www.surrey.ac.uk
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APPFNDTX 2: L P rAT. RFSFARCHF.THTCS COMMTTTEE T.ETJER
Dear Miss Choudhary
Full title of study: Engagement with Dialectical Behaviour Therapy: A
qualitative study from the perspective of service users
REC reference number: 06/Q0511/98
I he Research Ethics Committee reviewed the above application at the meeting held on 27 
November 2006. Thank you for attending to discuss the study.
Ethical opinion
The members of the Committee present gave a favourable ethical opinion of the above 
research on the basis described in the application form, protocol and supporting 
documentation.
The Committee felt this project had a very good rationale situated in appropriate literature. It 
is obvious you have considered the ethical issues around consent and confidentiality 
thoroughly.
The Committee suggest that a few amendments should be made to the Participant 
Information Sheet and these are listed below:
- Include a sentence about liability
Include the facnhaHhis_prolect has been reviewed and approved by the V H H H i
T tfe r^ ^ n  error in the first paragrapl^^ecSor^W hat do I have to do?" (page 1) 
states “contact you to discuss the researcher further*. This should state, “contact you 
to discuss the research further”.
~ The Committee noted that you intend to store data on both home and University 
computers. Kindly ensure that both are password-locked.
- It is also suggested that the audiotapes are retained until after your MSc has been 
completed (rather than destroyed immediately after transcription), just in case there is 
disagreement/discrepancy in the data.
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06/Q0511/98 ’Pag
Research governance approval
You should arrange for the R&D Department at all relevant NHS care organisations to be 
notified that the research will be taking place, and provide a copy of the REC application, the 
protocol and this letter.
All researchers and research collaborators who will be participating in the research at a NHS 
site must obtain final research governance approval before commencing any research 
procedures. Where a substantive contract is not held with the care organisation, it may be 
necessary for an honorary contract to be issued before approval for the research can be 
given.
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
I 06/Q0511/98_________________ Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
Ms Stephanie Ellis 
Chair
Email:
Enclosures: List of names and professions of members who were present at the 
meeting and those who submitted written comments
Standard approval conditions
copy to: Dr Fiona Warren
Department of Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
R&D Department for NHS care organisation at lead site
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APPFNniX 3: PFSFARCH & PF.VKLOPMENT APPROVAL
Miss Farha Choudhary
Trainee Counselling Psychologist
Department of Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
uear ivnss cnoudhary,
LREC Ref: 06/Q0511/98
Title: Engagement with Dialectical Behaviour Therapy: A qualitative study from the perspective of 
service users
I am pleased to confirm that the above study has received R&D approval, and you may now start your 
research in May I take this opportunity to
remind you that during the course of your research you will be expected to ensure the following:
Patient contact: only trained or supervised researchers who hold the appropriate Trust/NHS contract 
(honorary or full) with each Trust are allowed contact with that Trust’s patients. If any researcher on the 
study does not hold a contract please contact the R&D office as soon as possible.
Informed consent: original signed consent forms must be kept on file. A copy of the consent form must 
also be placed in the patient’s notes. Research projects are subject to random audit by a member of the 
R&D office who will ask to see all original signed consent forms.
Data protection: measures must be taken to ensure that patient data is kept confidential in accordance 
with the Data Protection Act 1998.
Health & safety: all local health & safety regulations where the research is being conducted must be 
adhered to.
Adverse events: adverse events or suspected misconduct should be reported to the R&D office and the 
Ethics Committee.
Project update: you will be sent a project update form at regular intervals. Please complete the form 
and return it to the R&D office.
Publications: it is essential that you inform the R&D office about any publications which result from your 
research.
Ethics: R&D approval is based on the conditions set out in the favourable opinion letter from the Ethics 
Committee. If during the lifetime of your research project, you wish to make a revision or amendment to 
your original submission, please contact both the Ethics Committee and R&D Office as soon as possible.
Please ensure that all members of the research team are aware of their responsibilities as researchers. For 
more details on these responsibilities, please check thsriHVnntiiHMOTIlMMBMS:
We would like to wish you every success with your project. 
Yours sincerely,
Mrs Angela Williams 
Research Governance Manager
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APPENDIX 4: INDIVIDUAL THERAPIST INFORMATION SHEET
[Trust letter head]
Title: Engagement with Dialectical Behaviour Therapy: A qualitative study from the 
perspective o f service users
Why am I conducting this research?
People with a diagnosis of Borderline Personality Disorder (BPD) are often difficult to 
engage in mental health services. However, randomised control trials and small-scale 
studies have consistently found that higher retention rates are associated with 
Dialectical Behaviour Therapy (Linehan, Armstrong, Suarez, Allmon and Heard, 
1991; Linehan, Schmidt, Dimeff, Craft, Kanter et al., 1999; Nee and Farman, 2005; 
Palmer, Birchall, Damani, Gatward, McGrain et al., 2002; Verheul, Van Den Bosch, 
Koeter De Ridder, Stijnen, et al., 2003). Yet there appears to be an absence of research 
investigating the factors that influence engagement with the DBT treatment making it 
an important issue to explore, especially when considering the associations between 
commitment to treatment and successful treatment outcome
Therefore this study can aid the process of addressing some of the speculation and 
ambiguity about the factors that might influence engagement with DBT by directly 
asking those that are using the therapy. Findings, from this study can therefore provide 
a framework upon which further research can be based.
What am I asking you to do?
• Identify potential participants from your case load and discuss these 
individuals with me, so that we can decide whether they meet the criteria (see 
below)
• Next time you see the potential participant, give them a copy of the participant 
information sheet. This has my details for clients to contact me if they have 
any queries or are interested in participating. It may also be helpful if you 
could spend a few minutes reading the participant information sheet through 
with your client
• Ask the person if they are willing to receive an email or telephone call from 
me to discuss the research with them
• If the individual agrees, ask him or her to fill in and sign the contact consent 
form (attached), which asks for contact details and preferred time and day of 
contact. Please reassure the person that this does not obligate anyone to 
participate in the research. The aim of the contact is to provide further 
information to help individuals decide if he or she would like to take part in 
the research
• Once the consent form is filled in you can give me the consent form
What are the criteria for the study?
The inclusion criteria:
1. Participants in stage one or two of the therapy
2. Participants have an arrangement with their individual therapist for
either email or telephone contact
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Exclusion criteria:
1. Any client who is unable to understand or speak English
2. Any service user that is not willing to have the interview part of the 
data collection audio taped
What happens if my client decides to participate?
I will arrange a mutually convenient time for an interview with your client, which will 
be audio recorded. The person will be paid £10 for their participation. Results will be 
analysed using qualitative methods, and all identifying markers for clients and the 
service will be removed to maintain confidentiality. All information will be handled in 
accordance with the Data Protection Act (1998).
Liability and indemnity cover for this study is provided by the University of Surrey who 
are sponsoring the research. The study has also been approved by the [name of LREC and 
R&D].
It is hoped that participants will value taking part in the study. However, it is 
acknowledged that there is a possibility of difficult feelings being evoked for some 
participants. In the event that this occurs, there will be an opportunity for the 
participant to reflect on any difficulties or distress induced by the interview in a 
debriefing segment allocated at the end of each interview. If clients become distressed 
and need advice on managing this I will refer to the telephone consultation that is 
offered by the service so that they can ring you, as they would during any crisis.
I thoroughly appreciate your help and support with this research and if you have any 
questions please feel free to contact me.
My contact details:
Name: Farha Choudhary
Email: [trust email address]
Placement days: Wednesdays and Thursdays
Thank you  fo r  taking the time to read  this information
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APPENDIX 5: PARTICIPANT INFORMATION SHEET
[Trust letterhead]
Title: Engagement with Dialectical Behaviour Therapy: A qualitative study from the 
perspective o f service users
You are being invited to take part in a research study and before you make a decision I 
would like to explain why the research is being conducted and what it will involve. If 
you have any questions after reading the following information you can contact me 
via email or by phone where you can leave a message and your contact details with 
the administrator at the [name of service].
Contact details
Name: Farha Choudhary
Email: [trust email address]
Telephone: [Service telephone number]
What is the purpose of the study?
Research suggests that clients with Borderline Personality Disorder are more likely to 
remain in Dialectical Behaviour Therapy (DBT) than in treatments that are usually 
offered to this client group. However, it is unclear what factors might influence people 
to stay or leave DBT.
Therefore, as there is limited research in this area, the aim of this study is to identify 
factors that, in your view, might have affected your reasons for staying in the DBT 
programme. This study is particularly valuable because it aims to explore the views of 
service users. Therefore your input can provide valuable information because you are 
actually using the therapy.
Why have I been chosen?
You have been chosen because you are a service user that is currently in either the 
first or second stage of therapy. Therefore your views on the therapy and your 
experiences so far will be relevant to the aims of this research.
What do I have to do?
If you decide to participate please contact me or fill in the contact consent form, so 
that I can get in touch with you to discuss the research further. Once you are in 
agreement we can arrange a suitable time for us to meet for the interview about the 
research topic. When you attend the interview, you will be asked to fill in a consent 
form outlining your agreement to participate and a form that asks you for some basic 
details (such as age and gender).
The interview will last approximately one hour and some of the questions will ask you 
about the factors you think might have influenced your reasons for continuing with the 
therapy. You will also be asked to consider times when you may not have wanted to 
continue and to think about the factors that could or have influenced you during such 
times.
The interviews will be tape recorded and transcribed into written text to enable the 
analysis part of the study. All data will be handled in accordance with the Data
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Protection Act (1998) and personal data will be destroyed at the end of the study in 
September 2007.
What will happen to the results of the study?
The results will form part of my research project that will be submitted to the 
University of Surrey in September 2007, as part of my qualification in counselling 
psychology. It is intended that the research will be published in an appropriate journal 
so that my findings are available to practitioners and the NHS. The results will also be 
made available to those that participate in the study. Although the research will be 
read by a variety of people, your name will be replaced with a pseudonym on all 
information so that you are not identifiable by name.
Does participating in this study affect my treatment?
Since this research is being conducted as part of my qualification, your involvement in 
the study will not affect the standard of treatment that you are receiving. You will not 
be identified by name and the DBT team will not be aware of what you have said to 
me. As with any contact with mental health services, I would only break 
confidentiality should I feel there is a significant risk of harm to you or to others. If 
this issue arose during the interview, I would discuss this with you before speaking to 
others about this.
Liability and indemnity cover for this study is provided by the University of Surrey 
who are sponsoring the research. The study has also been approved by [name of 
LREC and R&D].
Are there any disadvantages in taking part in this study?
The research intends to provide you with an opportunity to think about factors that 
influenced your decision to stay in this service and with this treatment. However, it 
might be difficult for you to talk about factors that are personal to you especially if 
they arouse strong feelings. Therefore you will not have to speak about anything you 
do not wish to during the interview.
There will be time at the end to talk about how you are left feeling. Should the 
interview leave you feeling distressed, we can discuss how best to arrange for you to 
talk to your individual therapist in the DBT service or another individual who you 
think will be able to offer you the support you think will be appropriate.
What are the possible benefits of taking part?
If you decide to participate you will be paid £10 at the end of the interview to cover 
your travel costs and to reimburse you for your time. In addition, previous research 
studies of this kind have found that people enjoyed having the opportunity to talk 
through their experiences with someone who is not personally involved in their 
treatment.
There will be no immediate changes to the service you will receive as a result of the 
research. However, it is hoped that the results from this study will help to increase an 
understanding of factors that influence people to commit to DBT and in the long term 
could help improve services provided to clients using this therapy.
Thank you for taking the time to read this information
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APPENDIX 6 : CONTACT CONSENT FORM
[Trust letterhead]
Title: Engagement with Dialectical Behaviour Therapy: A qualitative study from the 
perspective o f service users
This form is to confirm that you are happy for me (Farha Choudhary, the researcher of 
the above named project) to telephone or email you to discuss the research described 
in the information sheet. By agreeing for me to contact you, you are NOT committing 
yourself to the research. The purpose of the contact will be to discuss the research 
further, and for you to ask any questions that will help you to decide whether or not 
you would like to participate.
Please circle appropriate answer:
Telephone contact only 
Email contact only 
Telephone or email contact 
Please complete the form below:
Name..............................................................................................................................
Telephone number...........................................................................................................
Email address.................................................................................................................
I agree that Farha Choudhary (researcher) may contact me by telephone and/or email 
to discuss my participation in the research project. I understand that I may refuse to 
participate in the research at any stage and that by agreeing to be contacted by email 
and/or telephone I am not committing myself to participate in the research in any way.
Signature Date
You can reach me at the following time(s). Please circle preferred time:
Morning (before midday)
Afternoon (until 5pm)
Evening (between 5 and 8pm)
Preferred day(s) for contact.....................................................................
228
APPENDIX 7: CONSENT FORM
[Trust letterhead]
Title: E n gag em en t w ith  D ia le c tic a l B eh avio u r T herapy: A  qu a lita tive  s tu d y  fr o m  the
p e rsp e c tiv e  o f  se rv ic e  users
Name of researcher: Farha Choudhary (Trainee Counselling
Psychologist, University of Surrey)
Please circle “yes” or “no”
1.1 confirm that I have read and understand the information sheet for the above study.
Yes No
2.1 have had the opportunity to ask questions 
Yes No
3. I understand that my participation is voluntary and that I am free to withdraw from the 
study at any time, without having to give a reason, and that this will not affect my entitlement 
to mental heath care.
Yes No
4 .1 understand that the interview will be audio taped and that the tape will be wiped as soon 
as possible after the interview.
Yes No
5. I also understand that my personal data is held and processed in the strictest confidence, 
and in accordance with the Data Protection Act (1998).
Yes No
6.1 agree to participate in this study
Yes No
Name of participant Signed Date
(BLOCK CAPITALS)
FARHA CHOUDHARY .......................................  .......
Name of researcher Signed Date
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APPENDIX 8: DEMOGRAPHIC INFORMATION
Title: Engagement with Dialectical Behaviour Therapy: A qualitative study from the 
perspective o f service users
Thank you for participating in this research study. It would be very helpful if you 
would read and complete this information sheet about yourself. However, you do not 
have to answer any questions if you do not wish to do so.
1. Gender (please circle appropriate answer)
Male
Female
2. Age ______
3. How would you describe your ethnicity?1
Choose one section from (a) to (e) then circle the appropriate category to 
indicate your ethnic background.
(a) White 
British 
Irish
Any other White background, please write below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other Mixed background, please write below
(c) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please write below
(d) Black or Black British
Caribbean
African
Any other Black background, please write below
(e) Chinese or Other ethnic group
Chinese
Any other, please write below
1 The format of this question has been taken from the 2001 UK census
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4. How long have you been a client at the [name of service]?
Years Months Weeks
5. (a) Have you used other medical or mental health services in the last two
years? (Please circle)
Yes (Go to question 5b)
No
(b) Please tick estimated contacts for the services you have used in the last 
two years. You can also add services in the blank spaces with an *
Services Estimated number of contacts
1-5 5-10 10-15 15-20 20-25 25-30 304-
GP surgeries
A&E
Crisis team
CMHT
Inpatient mental health
*
*
*
6. (a) Have you used any types of psychological therapy in the last two
years? (Please circle)
Yes (go to question 6b) 
No
(b) Please write down the name of the therapy (if known) and tick the 
number of times you attended.
Name of therapy Estimated number of sessions
1-5 5-10 10-15 15-20 20-25 25-30 304-
Thank you for completing this questionnaire
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APPENDIX 9 : TRANSCRIPT OF INTERVIEW
Key:
I = Interviewer, P = Participant. Square brackets indicate instances of non-verbal 
communications including laughter. Three full stops ... indicate pauses, single 
quotation marks °  refer to idiomatic speech. All names, places and information 
referring to participants have been altered to ensure confidentiality.
I I’m just wondering what factors made you start DBT?
P Er.. one factor was that I didn’t have any other options because I’d been rejected
by a lot of other places or by a couple of other places and then I was referred here 
by my community mental health team, ...and I came for the assessment, it was a 
little bit of a shock because I hadn’t actually been given a diagnosis before and I 
didn’t know that people only borderline personality disorder came onto the service 
so that was like a total shock really.
I Shocking..?
P Because when [name of assessor] assessed me and he said er...’do you know that 
we only take on people with borderline personality disorder?’ and I said ‘no’ and 
er... ‘I said well I don’t have borderline personality disorder’ and then he read out 
the definition and all that stuff about, I’ve got, I thought ‘shit yeah that is me’ it 
sounds like quite a big word, you know because in there is personality disorder 
and so you think like shit you know, so er...and then I had some time to think 
about it, and obviously then there's the assessments er...what’s it called? You 
know the first few weeks, er...
I Is that the pre-commitment.
P Pre-commitment yes, so that’s really when it sort of became clear to me what its 
going to be like and er.. .and I’ve been told by a lot of people er.. .it’s a very good 
service and therapy and it gets very good results here with the self-harm 
particularly so I guess the main reason for deciding to do this therapy was 
recommendation and also not really having any other options otherwise it may 
have been another year before I was assessed also, one thing that.. .was not a good 
thing really, because when I expressed doubts to my care coordinator he said
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‘we’ve put a lot of effort into that referral’ so sort of like, ‘you’d better do it you 
know’, which is not very good, I did not appreciate it
I How did that affect your motivation to sort of start the therapy, how did that 
affect?
P Which bit? .. .being put under pressure?
I Yeah, how do you think that that influenced you in terms of you utilising the 
therapy, if at all?
P Yeah I think it probably did, I felt like you know don’t mess with the boss sort of 
thing, although my counsellor had said a long time before maybe when, and on the 
time of the assessment she said, you know don’t feel you have to do it if you think 
it’s not right for you and I did remember that as well, you know her voice was still 
in my head although that was six months earlier. Especially at [name of inpatient 
unit] the key worker I had there, he spoke very highly of this place, he did say as 
well, he did tell me its very difficult its going to be hard and.. .but the success rates 
are very high and I did trust him a lot so...I think that was one of the reasons as 
well.
I So ..when you started the therapy, bearing in mind your experiences before 
actually coming, er...what was your initial reaction to the actual model itself, the 
DBT structure itself.
P I found it quite complex and er.. .1 definitely didn’t totally understand what it was 
going to be about, because just my own state of mind was really quite bad. And 
[name of assessor] had recommended Marsha’s book and then I got quite 
overwhelmed by that as well because well it’s an academic book so it was just like 
oh my god you know, er.. .but I also then thought well at least they don’t think I’m 
stupid. So...er...but
I It sounds like it was very, you use the word complex and it sounds like it might 
have been a bit overwhelming,.. .was that your experience?
P Yeah it was yeah, and I did express that to my care worker, care coordinator as 
well he just said well, er.. .you know, you’ll be going through it so.. .it will
I How did you deal with this sense of it being very complex and like a text book in a 
very kind of complicated structure..
P Put it on the shelf [both laugh]. I didn’t look at the beginning, until the therapy 
started, yeah and then during the precommitment period there’s a lot of times
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when [name of individual therapist] asked like what do you think about it, do you 
have any questions or points to make it, but I just felt quite overwhelmed so I 
couldn’t give any feedback really.
I Ok, it sounds like you might have been in a place where it was difficult...and I 
wonder how you overcame that experience?
P I think just by going with it in a way, you know just.. .by taking one step at a time 
you know, in the one-to-one session, and letting [name of individual therapist] 
guide it really.
I And what factors would you say helped you with that process, just going with it, if 
any?
P [There were] no other options I think, that’s what brought me here. And 
sometimes when I feel like, it’s [DBT] too difficult, just feel, I haven’t really got 
another option.
I Ok, so there’s no other option?
P Yeah
I And moving on a little bit I’m just sort of wondering how you would describe 
your experience of being in DBT? What you might like or dislike?
P Lots of struggling.
I Lots of struggling?
P Yes, and lots of support, er.. .that’s the key to me staying...
I Yes.. .tell me a bit more about that
P Erm...well there’s a lot really, you know like this...the constant contact really, 
you know the frequent contact with [name of individual therapist], like with the 
telephone support and er.. .and er.. .the help with application of practical skills and 
er.. .the skills you know.. .involved in group and er.. .support with that.
I It sounds like, I think its quite nice the way you said it, the frequent contact and 
you mentioned the telephone consultation, I just wondered how useful that has 
been to you?
P Its been very useful, well I still have some guilt complexes around that especially 
if it’s out of working hours, I always feel really bad, making use of [name of 
individual therapist] time or [name of skills group facilitator] out of hours and 
er...and also at first I found it very difficult, like if [name of individual therapist] 
just wanted to check in with me I felt very intruded in my space, and he said you
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know, ‘what are you up to’ to me that meant like literally like, you know like 
somebody is watching me shit, that would really freak me out but I ...I sort of 
learnt to know [name of individual therapist] and got to know [name of individual 
therapist] and I learnt to er.. .deal with that. Er.. .what was the question sorry?
I Just how useful its been?
P Its been, its what kept me going really and not just coming to therapy but going 
full stop.
I Yes, yes, and how do you think that’s helped you remain in the therapy if at all?
P With the encouragement and questioning my fears as well, er...and again you 
know trying ...encouraging me or helping me to apply skills to overcome the 
fears.
I Yes, and you mentioned times when like the guilt, you described it as guilt and 
I’m just wondering about the times when, whether there are times, when you think 
you should be using telephone consultation but you don’t
P Yeah there are times like that
I And during those times, what’s going on, what’s happening for you then?
P Its really difficult because I don’t really understand it, but it’s the inside of me its 
like kicking and screaming and I do want to make contact but then I decide to 
withdraw totally. But its just like there’s a big storm going on or I might er...I 
might, I then don’t use the telephone support in a skilful way. I might just text 
[name of individual therapist] that I’m struggling but then I refuse contact.
P Refuse it?
I Like if he rings me then I don’t answer, or erm.. .or if he texts me and I don’t text
back, I don’t...I’m not able to engage in skills, I don’t know its just like I’m
kicking myself, throwing things at him in a way.. .erm.. .and then one part of me is 
like, I don’t want to burden him, I don’t want him to...give so much to me in a 
way and then I don’t realise that it just gives him more trouble in a way, you know 
if I don’t . . .if I just spoke to him, he says look you worry me.. .you know and if I 
can’t speak to you then I’m worried, but if you don’t...so...so if I say, I didn’t 
want to be a burden, then he says you’re more of a burden if I can’t speak to you
because then I don’t know what’s going on so you take up more of my time in a
way.
I Right, yes, so how have you overcome that sense of... ?
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P In the way that I don’t contact him at all then yeah [laughs]...
I So its one extreme to the other almost.
P Yeah there’s a lot of internal fighting, and turmoil and...
I Yes yes...er...is there something that could be improved about telephone 
consultation or contact in that sense that would be more appropriate for you? If 
you’ve got any ideas?
P I don’t know...
I ok, so, moving on a little bit and sort of thinking a bit about, the .. .the skills, you 
mentioned some of the skills and I wonder what skills may have stood out for you 
if at all erm?
P Erm... [pause] all I can think now is that I can hear the clock ticking [both laugh] 
what skills stood out? I guess....which ones are the ones I use a lot? I guess under 
opposite action, like er...yeah, opposite to emotion and also opposite action and 
like if I don’t feel like doing something or it just seems difficult then.. .1 try and do
something rather than you know.. .just.. .try or just stay miserable or.. .try and do
something about it like now I will maybe call a friend, like yesterday I felt really 
low and I thought okay it would be best, to maybe its wise mind as well, engaging 
in wise mind then, you know so I texted a friend and asked her if she fancied 
meeting up and that’s something I would never have done before.. .or..so I’ve been 
doing that a few times if I knew it would be a difficult day then I’d ring friends, 
would you like to come over for dinner, or something like, it almost freaks me out, 
like oh my God I can’t believe I’ve done it. And erm...
I It sounds like the skills may be quite challenging, challenge you but yet you’re 
able to use them it seems?
P Yeah, not all the time definitely not but yeah...also like to try some distraction, I 
do that a lot, maybe too much...like one of the crisis survival skills and use 
distraction and erm...self soothing...like being a bit maybe kinder to myself 
literally, learning to be less hard on myself...and er...and obviously the 
mindfulness skills because its just made me more aware of what I need to do to try 
and feel better.
I And...in what ways have these skills influenced your erm...attitude towards the 
therapy itself? if at all?
236
P Makes me feel that Pm learning something, I’m learning how to cope better and
get on better with my life and er. ..so say I have this fear of going to group and I 
think at the same time, but Pll miss,....Pll miss out then...and., so then Pm in a 
dilemma, I have a fear of going to the group and at the same time I get curious you 
know, I want to learn more and then...sometimes that is all I need to go and 
sometimes some encouragement from [name of skills group facilitator] or [name 
of individual therapist] to help me. I also learn from what others in the group have 
to say too.
I Sure... And.. Just moving away from the skills and thinking a bit more about DBT
itself, Pm just wondering what you think the pros are of DBT and what the cons 
might be of DBT, if you have any thoughts on that?
P I think er...the pros are, ...you becoming aware of the problems really, er...and 
er...and the skills, learning how to ...manage emotions and things that get in the 
way and erm learning to ask for help as well which I couldn’t do before er...and 
support, the telephone support definitely, like in-between sessions the 
support.. .that’s the number one pro to me and...
I Tell me a bit more why that’s the number one pro.
P Because a week is very long [laughs] and er.. .1 don’t know, especially like, I don’t 
know its taken me a long time to just settle in, Pve been finding it very difficult I 
still sometimes do to just talk about things and Pve been asked things, so 
sometimes I found it easier to talk on the phone, so maybe I wouldn’t say anything 
in the session at all but then, the next day on the phone I’d be able to say a bit, 
what the issues were or the problems or I’d be able to feedback why I couldn’t talk 
maybe. So its taken me a long time to, I guess learn to trust and er...and I guess 
er...and it took me a long time to learn that [name of individual therapist] 
wouldn’t reject me or think badly of me because of the behaviours I engage in and 
erm...and it just helped to have someone, well someone who understands, just to 
know somebody would sort of, I guess accept you regardless...although I couldn’t 
really, I probably still don’t believe in that but you know..
I You still don’t believe in that? So is that something you struggle with or?
P Yes because I think its something, w ell.. .if the therapist would tell me if he er.. .1 
don’t know.. Like if I was a total pain in the arse he probably wouldn’t tell me 
because there probably wouldn’t be.. Erm or that might not be a positive thing to
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say...so I always have that doubt and always a lot of suspicion like, you know 
what’s the angle?
I How do you overcome that suspicion then?
P With time, and with the telephone support somehow as well, can’t quite work it 
out...
I I imagine that being quite an important part of therapy in terms of maybe blocking
some contact for example, if you’re feeling suspicious, is that something that 
you’ve been able to overcome? And if so how?
P Mm.. I’m not sure. It’s just like one of the problems with the therapy is, or maybe
with me..there always seem to be 10 million totally different things to talk about 
and then its very difficult and then you’re working on the skills and then.. .like.. .if 
you’ve been engaged in some negative behaviour and then that is like a total 
number one focus to talk about and I really hate talking about it and so don’t want 
to talk about it, so that’s very difficult but er...
I You mentioned sort of, in some senses, the pros being developing a sense of
awareness about your problems and utilising skills and having support in the 
meantime when you’re not being seen, and I wonder if there are any cons then of 
DBT..?
P I just wanted to say something about the telephone support...
I Yes sure.
P Its just like learning that there is somebody there to support you, just that there’s
somebody there, I mean like certain things like self harming you, there is nobody 
you can talk to about it and even about other things you know, like everybody I 
have close in my life with the exception of two friends has dropped me you know 
because its difficult for them to understand and relate to so...er...so you need 
somebody you can, that...that er...that’s there for you in a way, everybody else is 
like, can’t accept you the way you are and its just, I just feel like I’m really needy 
and I don’t like being needy but...I’m so glad that there is somebody that I can 
contact if I have to.
I Yes it sounds like that represents somebody supporting you by having the contact
outside of the sessions.
P Yeah.
I Sounds like that’s probably quite important in a lot of ways?
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P It is to me yeah. And one of the cons is that there seems to be so many things to 
work on, and.. .and I get overwhelmed and if Pve got a lot of stuff happening and 
then I come in to my session then I just don’t know where to start at all and er.. .it 
almost like blocks me from talking, er...
I And how’s that been problematic for you in terms of the therapy itself, how do 
you think that’s.. .affected your therapy?
P Because you go by your...the hierarchy of your goals so say if you engaged in 
self-harm then that would be the.. .the main focus but maybe its something else 
that’s more, bugging you more, and ...and...also I don’t want to talk about the 
behaviour I engage in because I don’t want to think back really and then there’s 
loads of judgments I have about myself and so it sort of draws me back in to it and 
I don’t want to be drawn back in to it. And I’m very ashamed about it as well so 
it’s very difficult so its not like you can quickly talk about it and move on, er...
I Sure
P And its sort of like you, especially for the first time of the therapy before the 
behaviour got reduced it was just like all we’d talk about and it felt quite...sort of 
frustrating or hopeless like you know, yeah because...its like all the energy went 
into that and it was just like difficult.
I Do you have an example in mind when that happened?
P Well like loads of times with like, if I’ve engaged in negative behaviour like self
harming, or overdosing and er.. Then [name of individual therapist] would try to 
work out what triggered it and er..and what went on exactly and er...like you 
know, like go into the chain analysis erm...there’s another form isn’t there, where 
it actually says, write it out so that somebody could act it you know, I can’t 
remember the name of that form its not the chain analysis...can’t remember the 
name now, fortunately I haven’t used it in a while because then it made me feel 
quite sarcastic like .. .my.. .sorry I forgot the question..
I That’s ok, you were talking about the self-harm and I was just wondering, I mean
in essence I wonder what else you would want to talk about during the sessions? I 
appreciate what you’re saying that there is...
P For example in my head I've been feeling really distressed and paranoid and just 
wanting to kill everybody in the street and feeling really threatened and maybe 
that’s why I engaged in self-harm as well because I didn’t kill anybody else so I
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took it all out on myself but er...then I want help, I want help with not being able 
to just you know, just be in a space because I feel so uncomfortable but then all we 
are talking about is.. .you know like.. .what led to what? What were you thinking? 
You know what were you doing? What time was that? I’m like I don’t know? 
What were you doing the two hours before that? I don’t know you 
know...because...I don’t..and then if you do fill in the forms then sometimes its 
like...then I feel almost, like sometimes... then I don’t use the skills so if I start to 
fill in the form then I maybe self-harm whilst I’m filling in the form and then I 
write it down, almost to sort of answer the questions on the form, almost to like 
you know, to see what’s living through what to put on the form but then that 
makes me self-harm as well so its like..
I It sounds a bit confusing actually that what.. .what.. .that you may have another 
priority and something you may want to talk about but there is a whole other 
structure there that you and your therapist have to abide by...
P It’s not something I’d mention to [name of individual therapist] because I don’t 
know...
I But I think what you’re saying is really interesting actually that there are...
P I think its not really been clear to me like the last couple of weeks really.. .maybe 
your form [demographic sheet] made me think about it...
I Ok, so are there other cons to DBT that you’ve noticed? That you think haven’t 
helped you or?
P No there’s loads of things that I find very difficult but it doesn’t mean that it’s a 
con really.
I We might come back to that in the next section actually, so bearing in mind what 
you’ve just said about your pros and also the cons that there is a sense of needing 
to fill in boxes and almost like you might even engage in behaviours in order to 
fulfil the criteria.. .er.. .1 sort of wonder what makes you want to come back to the 
therapy?
P Sometimes I don’t know because its so difficult and er...and so painftd and 
everything seems so slow but that is because I’m impatient and loads of times I 
have felt like, sometimes I just felt, I just can’t I just can’t do it, I can’t do what’s 
required of me and er...well its like unbearable...and er...and then I er...think 
about it and then I just try to engage in wise mind and then I just think yeah but I
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can’t go on as I am, either so...you know I need then I sort of become... then sort 
of when I get out of emotion mind I guess I realise that I need the help and also if I 
can detach myself, then I can see that I have made progress and er...and 
sometimes [name of individual therapist] reminds me as well and I say, its just you 
know.. .can’t do this you know, I’m not getting anywhere and then he reminds me 
of improvements.
I And talking a bit about improvements actually, and sort of thinking about the 
impact DBT has had on your life whether you’ve noticed any changes, since 
starting therapy?
P Erm.. .yeah.. I have.. .I’ve improved around people erm.. .if I feel really distressed 
I’m then able to notice the thoughts that go through my head and then I also apply 
a bit of CBT and erm...trying to distract myself from something like breathing or 
I’d get really involved in something, say on the tube or whatever, or...I’m out in 
[name of local street] where I often have a crisis....
I Tell me a bit more about being in crisis then?
P It’s just like.. .1 just feel like everything is so intense, everything is magnified and 
amplified...
I Why’s that?
P I don’t know.
I Is there a lot of people or... ?
P It seems to me its like, I guess when I, guess I just feel highly sensitive towards it 
and then I just get really distressed by it and then I can, I try to concentrate on my 
breathing and I try to er...just distract myself and erm...okay I might avoid the 
situation as well and go to somewhere its quieter and I notice, I try to note maybe 
judgments as well and er...
I It sounds like mindfulness is something that you use quite a bit of?
P Yeah I try yeah. I mean one big thing is that er...we’re just sort of com ing  
up...that I’m trying to erm...make contact and use interpersonal effectiveness 
skills...[pause] and [name of individual therapist] is helping me with that, like to 
prepare, to meet my parents who I haven’t seen about 2 and a half years and I 
haven’t spoken to hardly erm, and because it was my choice, and I have to speak 
to them so I’m planning to see them...and be in charge. And erm...not get drawn 
into any arguments you know, and use all the skills so I don’t know how that will
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go but that would be the...erm...impact or just if I learn the interpersonal 
effectives, which I think in the group we could have done for much much longer 
although I found it really difficult and I feel we could have done it for a year 
because to me its like a different language you know, like...I was just given the 
Chinese alphabet but not told how the letters are put together sort of thing...but 
that would be a big, that would be a big thing, or you know just, maybe I can 
actually...learn how to communicate with people more effectively which is 
something I’m just not.. .I’m just totally unfamiliar with
I It sounds like with the support of [name of individual therapist] and sort of
thinking about this new language, it sounds like a new language you’re taking on, 
has maybe given you some goals to work towards that may have seemed more 
difficult beforehand, but I wonder how that process of learning the new language, 
almost, interpersonal effectiveness for example, how you engage with that? And 
what obstacles you may come across in that time?
P Obstacles, anger [both laugh]
I Okay.
I Guilt as well but mostly anger, er.. .and judgements, judgments about them and
judgements about me and er...the way I’m trying to overcome the...its...by 
preparing a long list of my worry thoughts and how to deal with being asked 
questions and also I listed all the questions I am dreading and er...their behaviour 
I’m dreading and all things like that and then we went through the list and 
erm.. .worked through it, how one could effectively deal with it and I read ‘don’t 
shoot the dog’ and er.. .so then [name of individual therapist] and me went through 
every point one by one and erm...and erm...looked at how I can answer basically 
and erm... and then a lot of them are the same thing because questions like I don’t 
want to be asked questions and that’s one of my fears so its just, like a broken 
record, and then to realise you know okay if they ask me a different type of 
questions I can still say I understand you have lots of questions but I don’t want to 
answer them and I’ll tell you about them as we go along, I’ve tried to practice that 
in German as well, because its very different, and I spoke it loud and that was very 
different as well, especially German because I don’t speak much German, so its 
like looking at it with [name of individual therapist] like...step by step and then
242
thinking it through and rehearsing it, ...role play, which I don’t like at all but 
that’s what.. .1 understand.
I How has that process been for you to do that with your therapist?
P It’s been very difficult and I did try it probably about 6 months ago and I got so 
angry that er...I said I’m not seeing them, I went to [country] and I only stayed 
with my brother and I didn’t tell them that I was going which I’ve done several 
times before...and I just got too angry and the judgements were, I got too 
emotional yeah like.. The judgements...too angry and feel very self destructive 
because that’s what I do then...and I er...when I get angry about that topic 
anyway and frustrated I turn very self-destructive. So we left it or I left it, and 
decided not to see them, and this time because I’ve been learning a lot more of the 
skills since, now I feel.. I’m dreading it totally and I don’t know, God knows how 
its going to work out and I sort of doubt that I’ll be sitting down you know and 
saying, [uses a mocking tone] T can understand you have lots of questions’ ...’I 
can understand why that make you angry’ I really can’t see myself...[both laugh] 
being able to go through with that but ...at least this time I can try, I can still 
chicken out because I’m not going to arrange to meet them until the day, but I’ve 
got an incentive as well, so er...
I Which is?
P I’ll be staying at my brothers, and I started to learn the guitar a while ago and my 
parents use to have two guitars and I love playing my guitar and if I was to take it 
to Germany I’d have to pay an extra flight ticket, because I haven’t got a hard case 
so the incentive is, that I ring up on the morning on the Sunday and say fancy 
meeting up and by the way do you still have a guitar can you bring it, and that can 
be at my brothers because nobody plays it, but I don’t know if they’ve still got the 
guitars.. .if they haven’t..That would be, but that is my incentive, that I then have a 
guitar at my brothers so I can do it alone
I It sounds like, it actually sounds like, you’re saying yourself that there’s been 
changes that beforehand you may not have had the skills before to actually 
manage a situation like that, and though there is some apprehension you feel a 
little bit more equipped than you may have done in the past to deal with that 
situation...
P I feel a lot more equipped, I still don’t feel..
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I Sure.
P I feel like before it was just like.. .impossible..
I It sounds like the therapy has given you the opportunity to problem solve a 
situation and use skills within that..
P Yes..
I And sort of thinking about individual therapy, it sounds like that’s been quite 
important, you refer to that a few times, erm, and I sort of wonder erm...in what 
way that has been, what’s your view on individual therapy?
P To me its erm.. .it’s like the rock in my ocean, its erm...
I Can you tell me a bit more about what you mean.
P [pause] Well it’s just like.. .emotional and practical support and although.. .1 find I 
do find it difficult to talk often, about things but erm.. .it’s just that.. .the continuity 
of the support and erm .... And how should I put it I’ve never expressed it 
before...well I guess the relationship as well, you sort of establish a relationship 
which I’m very slow about and erm.. .and then you work together which has taken
me, that’s something I’ve found quite difficult to grasp for quite a long time you 
know, that [name of individual therapist] is on my side really you know and er...
I And what changed that view?
P I think he kept telling me, you know and he said can you not see that I’m on your 
side, you know and want the best for you, and for quite a long time I couldn’t see 
that no, so I think its just like a broken record [both laugh], well its the support 
that he was not you know...that he would be there, you know [laughs], he 
wouldn’t abandon me he hasn’t yet anyway, I’m sure he will eventually but erm...
I It sort of sounds like he’s been present..
P And at time to work and having worked hard to get through to me as well, I know 
I’ve made him work very hard erm...
I How has that influenced you, that relationship?
P it’s very good because I feel oh God he’s given so much, I’d better keep
trying... [laughs] that’s the manipulative aspect of DBT [whispering]
I Is that another con? [Both laugh]
P I think that’s every therapy isn’t it really..
I And how do you feel about the therapy then?
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P Constructive is a good word I’ve found it very constructive, and erm...whilst I 
think for a lot of people, I think one of the main differences to lots of other 
therapies is that its not so much focussed on the past but more on the present and 
building for the future which I think is very good and I can see that especially 
being a good thing for people who are therapied out..
I Were you therapied out?
P No cos erm.. .although I’ve been seeing my counsellor for two years.. .it was quite 
irregular, every three weeks or something, he kept me only because I wasn’t, I 
hadn’t found a place in the system, so to speak, ..and I find it very difficult to open 
up so really its taken me a year to be comfortable with [name of individual 
therapist] so erm...I’m quite slow I think, er...but at the same time I don’t really 
want to talk about the past either so.. .its erm.. .1 think there is a pro of the therapy 
that, if it is you know something from the past, if it comes up then you know you 
talk about it but only because you start talking about a certain something, a certain 
time of your life for one session, it doesn’t mean that you have to carry on there at 
the next, which I like, but at the same time at the beginning it was always a bit 
difficult to sort of fill out almost like... where do we start sort of thing, but that’s 
always difficult actually, anywhere, there is no start you start anywhere
I And how did your experience of DBT compare with previous treatments that 
you’ve had then?
P With CBT for example, erm.. .in a way its quite personal therapy here, because the 
therapists individual and group show their personality and they show you 
examples of what they struggle with, so it makes you a bit more normal, erm.. .and 
erm...and I mean I only know [name of individual therapist] as an individual 
therapist, but..he erm...you know with a lot of other therapies its like very much 
distance of a blank face, my counsellor you know as well she wouldn’t give 
anything away about her really, couple of things and I could work with .. .you sort 
of try and make a picture, well there’s this detachment and here I think at the DBT 
its not, you know people give examples out of their lives and something I found 
quite difficult at first though because in a way it made me show like, [name of 
individual therapist] is like...he’s a human being I found it quite scary to you 
know...because you get to...people allow you to get to know them and I found 
that.. .maybe that made me feel rejection more because that would be.. .almost like
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a friend or someone, not like a distant therapist who’d be there week after week, 
but no he’s actually human you know, he could get run over by a bus or something 
you know so...
I So it sounds like there was more in the relationship than one sense, really, or a 
relationship at a different level it seems, than...than you’ve had before with your 
previous therapist..
P Yeah and with the CBT for example I found it quite difficult because that guy was 
very erm, ...I don’t know it was very much just about the skills and I had like 
loads of stuff going on and erm...I found it very difficult that I could talk about 
any of the skills and it was just really like, very clinical isn’t the right word but 
very ....skill based...very detached really and then suddenly it was like okay that 
was the last session today, and I said “ah”...
I So it sounds like the attachment bit er.. .the bit where you do relate and you do get 
to know someone has been quite a valuable part of the DBT?
P Yes but very difficult,
I Yes. And talking a bit about the difficulties, er...you kind of touched on that 
throughout intermittently, but I’m just sort of wondering whether there have been 
times that you’ve found being in therapy really difficult? And if so what made it 
difficult for you?
P Yes there were times when I found it really difficult, ...there was a few times 
when I really thought I wasn’t going to carry on.. .and erm...
I And what was happening then?
P It just all seemed impossible, it was just like such agony and er.. .and feeling like I 
just can’t, I can’t apply the skills and feeling like inadequate and overwhelmed and 
erm...and because I find it...I got much better a bit, but I’ve been finding it very 
difficult to talk I just feel I can’t do this, I can’t open up, and I can’t do this I’m 
just wasting [name of individual therapist]’s time just sitting there saying nothing, 
and erm...
I So how did you deal with that?
P Well [name of individual therapist] than said you know. ..he told me like what his 
views were and then he said well you know think about it and let me know.. .and 
er.. .so he left me and gave me space to think about it and I would think about it a 
lot for a few days and then erm.. .1 try to engage in wise mind and er.. .and would
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see that I can’t go on that I need help, I can’t go on the way I’m doing now and 
erm.. .I’ve got no other option you know, without it taking like another year of sort 
of waiting or whatever so...
I You’ve talked about that a few times, the fact that you felt that there wasn’t any 
other option and I sort of wonder how...in one sense how, when you’ve had 
difficult periods is that something that comes to you initially? Is that a thought that 
comes in over time?
P Over time yeah. Yeah when I sort of try to make my wise mind decision..
I So there’s a process in the middle of that almost, and in the middle of that before 
you get to the point where ‘this is all I’ve got’, what do you in that time? What 
happens to you during that time do you stay in therapy or do you have a time out?
P It’s usually in-between the sessions, so I would not take longer than a week, yeah..
I And why do you come back then?
P Because I know that it will help me, or it is helping me and erm...
I And have you ever left, have you just left therapy?
P No no. When I manage to engage in wise mind I can see that I’m being given 
loads of skills to help me manage my emotions and other difficulties and er...and 
that I’m lucky to have the space here and that I’m lucky that [name of individual 
therapist] is so supportive and patient and all sorts of other things 
and...knowledgeable, skilful whatever...but er...in the group as well, you know 
the group as well.
I Yeah.
P That erm.. .that I’m lucky to have a place here where I’m given the skills and the 
support to learn to manage my difficulties and also you know not only on a 
emotional and therapeutic, not only within the emotional and therapeutic sort of 
aspects of life but also with some practical ones, you know like with 
encouragements, like if I get totally overwhelmed by like you know what course 
do I want to do or... wanting to do a course but just never making the next step of 
like actually applying you know then er, you get support with that as well.
I Yes so like an every day sort of...
P Yeah..or like er...I think my counsellor for example would have helped me to be 
able to meet my parents but probably in a totally different way, I don’t know.
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I Have there been other factors apart from the therapy itself, that sort of influenced 
whether you stay in the DBT program? Cos it sounds like you’ve had difficult 
periods and times when maybe staying in therapy has been challenging but you’ve 
always come back to it. It sounds like you have a belief that this is where you need 
to be and its really helpful to you and that maybe you’ve seen changes that help 
you, remind you of that almost, that there are changes going on and it is a useful 
process.. .but I’m wondering if there are factors outside of.. .DBT itself and [name 
of individual therapist] and everybody else, apart from that that actually make you 
want to sort of use the therapy? Are there other factors in your life?
P My difficulties.. .yeah.. .thinking like you know.. .1 need help and I won’t have, I 
don’t always want the help, but wise mind then says you know I need the help, I 
want the help..
I Ok?
P Yeah....and frustration I think that I want to be somewhere where I’m not and...1 
know that coming here will help me maybe get there, or towards there at least...
I Yeah yeah.
P I do think a lot of the skills are just really good for anybody and erm.. .sometimes I 
sort of pass them on to people, I’m with...and er...you know suggest some skills 
to them so...
I So it sounds like you’re extending it..
P Yeah.
I Teaching other people what you’ve learned yourself. And how has that impacted 
the relationships outside of the therapy, when you’re teaching them
P Erm.. .some of the things we really like, like the beginners mind for example,
I Which is part of..
P Mindfulness, especially in the art class because you do something like doing 
upside down drawings you know its like beginners mind and so I told them its 
only a small group and so I told them about that and that part of therapy..
I And how was that helpful?
P It was helpful to me because I could apply to some area, and erm.. .and certainly a 
couple of people really really like so its nice to share because well again its 
something you don’t usually talk to people about, well certainly not me, maybe 
other people do but I don’t
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I I’ve come to the end of the questions that I have I was wondering if there was 
anything that you wanted to add or talk about that you think might be relevant to 
what we’ve been discussing so far?
P It sounds a bit like I’m here because I haven’t got another a choice, but its not like 
that...although I’m kind of aware of it as well but that’s certainly not the main 
reason.. .but er...
I What might be some of the other reasons do you think?
P Because I can see that I benefit from these skills I’m being taught and the support 
and I can’t always see it...erm...but I think because I’ve sort of, reflected on it 
more now I know....sometimes might even be convinced that I believe it but I’ve 
got it written down just so I can look at it and I have believed it then so I know I 
can believe that again, so you know that’s evidence basically so...there’s evidence 
[laughs]
I So it’s like having the concrete evidence in front of you to say that this is...
P Yeah just when something seems so difficult then its overwhelming and then you 
just think ‘oh God I can’t do it’ and I think I’m very inpatient, probably, I may 
have already said this I don’t know, I get very frustrated and I just think I’m still 
not perfect and I’ve been here for a year so...
I And how have you over come that in order to do parts of the therapy?
P I think by moaning to [name of individual therapist] about it and then you know, 
looking at it objectively and also when I had my CPA which was, ...in March or 
February and [name of individual therapist] suggested that I prepared for it and 
told me what they were likely to ask me about like how therapy has been so then I 
started to reflect on it and erm...then I could see you know, I’m doing less 
overdoing, I’ve been sticking to my prescribed medication which before I was all 
over the shot just like the weather sort of and [laughs]...and the self-harm had 
reduced a lot so..
I So it sounds like you noticed significant changes.
P Yeah and erm.. .yes its evidence you know, that the therapy has been helping me.
I Have you had that change elsewhere before or is that unique to your experience 
here?
P It’s unique to here, and unique to here is also like.. .1 guess the idea that you know 
there are skills to be with, you know its not the way you were bom, you know you
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can manage it, with tools, although sometimes it’s a bit like at first there are too 
many tools you know, like...they’re all flying around in your head and you don’t 
know which one to start with. [End of tape]...its just ways to manage your 
difficulties, ways to learn how to be more interpersonally effective you know, and 
I just thought, it was me, yes it is me but I can do something about it. And erm 
yeah sometimes it’s difficult to motivate myself to do that. But that’s when you 
get overwhelmed by the emotions. And also it’s just given me a much better 
understanding like, like but you’re in emotion mind now you’re not able to see it 
clearly you know and before I wouldn’t realise, I don’t know its like there’s 
something wrong with me, you know, and you don’t really know what it is and 
now its much more, well now I can understand much better what is going on and 
erm. And not necessarily erm, I think I’m a long way yet from actually having 
much impact and changing the emotion but at least I can sort of identify better 
with the help of [name of individual therapist] what’s going on and what I might 
be able to do about it, and just not freaking out anymore, and just trying to think 
about looking at emotions. Whereas before it was just like oh my God.
I Quite overwhelming
P Yeah and emotional just looking at the emotions
I So it sounds like there have been quite significant changes and maybe those are
changes that you haven’t experienced to the same extent in other experiences of 
therapy. And is there anything you’d like to add to anything that we’ve said so far
P I can’t think of anything more.
I I’m trying to think if there is anymore I can ask you, I think we’ve covered most
things that I was going to ask very well. Shall we end there?
P Yeah sure
I Ok.
End o f interview
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APPENDIX 10: INTERVIEW SCHEDULE
1. Introduce the nature and aims of the research project, for example:
“The purpose o f this interview is to explore the factors you think influenced or 
affected your participation in DBT therapy”. (Typical intro)
2. Discuss confidentiality, right to withdraw without explanation and that they do 
not have to answer any questions if they do not wish to
3. Ask if interviewee has any questions and address.
4. If in agreement to proceed give consent form and background information 
sheet
5. Switch on audio tape recorder 
General2
• To begin with, how would you describe your experience of DBT?
o What expectations did you have, if any?
[Were they fulfilled? In what ways?]
• What factors made you start DBT?
[Why now? Motivations to change? i.e. social, financial, life span]
• When you started the therapy what was your initial reaction to the model?
o How do you feel about DBT?
Factors influencing engagement CURRENTLY
ModelJ
• Moving on, what have you found useful or helpful about DBT?
• What have been the pros and cons of DBT?
• WTiat do you think motivates/ helps you stay in the therapy?
[What makes you attend? Wliy are you still in it? i.e. social factors, 
financial etc- general factors?]
• Were there any factors that influenced how much you used the therapy? 
[Anything encouraging them to use it more, or less? What were these?]
Changes
• What impact has DBT had on your life?
o How has this helped you stay in the therapy
• Have you noticed any changes?
[In what ways?]
• What factors influenced this change do you think?
[refer to model]
o How has that influenced your motivation to remain in therapy if at 
all?
[Like to stay or go?]
Other factors
• Have there been other factors that might influence whether you stay in DBT? 
(OF)
2 Not all questions outlined below will be used, as it will depend on the participant’s answers to 
previous questions
3 Whenever refer to model, go there and come back if not covered.
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[Social, cultural, psychological, familial influences, economic, using other 
therapies? Model itself?]
Difficult periods
• I’d like to move on to consider whether there have been times when you found 
DBT difficult.
• I wonder if you have any EGs?
[Like during a stressful period or crisis when you experienced difficulties]
• In what ways was it difficult?/ what aspects of DBT were difficult?
What has helped you?
What has been unhelpful?
Wanting to leave
• Have there been times when you wanted to leave therapy? What was 
happening then?
• Did you leave? If yes what happened?
• What stopped you leaving? Why didn’t you leave
• What impact did this have on your treatment?
• How did you address this situation? [TR]
Additional influential factors
• Lastly, I wondered if you have had previous experiences of therapy before 
starting DBT?
• How did your experience of using DBT compare with previous treatments (if 
relevant)? In what ways? Why do you think that was?
MODEL (ask at end)
o Individual therapy sessions (TR)
■ In what ways was it useful/ helpful? When? E.G.’s
■ In what ways, if any has IT influenced you to stay in the
therapy? [in what ways does it motivate you/ not?]
o Group/ individual skills: Mindfulness, Interpersonal effectiveness, 
emotion regulation, distress tolerance.
■ What skills have stood out for you? How do you use them?
■ In what ways? When?
■ How have these skills influenced your life?
■ In what ways, if any has skills influenced you to stay in the
therapy? [How does it motivate you/ not?]
o Telephone consultation
■ How useful is this to you?
■ Has it helped you remain in therapy? Or not?
■ Are there times when you are not using this service when you 
need it? [Why? E.G.’s]
Closing remarks
I’ve come to the end of my questions and I’m wondering if there is anything you think 
we have not touched upon that you would think is relevant to our discussion.
Could you elaborate? What was your experience?
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APPENDIX 11: CONTACT SUMMARY FORM
Interview no. _
Contact date: 
Today’s date: 
P’s pseudonym
1. What were the main issues or themes that struck you about this interview?
2. Sum marise the information you got (or failed to get) on each of the target 
Questions you had for this contact
Question Information
3. Anything else that struck you as salient interesting, illuminating or important 
in this interview?
4. What new or remaining target questions do you have for the next interview
APPENDIX 12: CODES AND ILLUSTRATIVE QUOTES
Table two: Variables influencing motivation to stay and remain in therapy
Superordinate
Theme
Sub themes (factors that 
motivate)
Quote
Therapeutic 
relationship 
(motivation whilst 
in therapy)
Stable I think working with [individual therapist] 
really encouraged me to come back when it 
was tough because I knew I could fire off and 
she’d still be willing to talk to me. (Meg)
Consistent It’s just the fact that there is continuity, 
consistency, you know, she’s [individual 
therapist] always there despite my difficulties 
...(Mary)
Honest He’s [individual therapist] honest, like if  he 
makes a mistake he’ll say it was a mistake, 
that makes me feel like its ok to make 
mistakes, so then I try things out that I 
wouldn’t have done in the past...I would 
have not bothered with anything before. 
(Linda)
Joint endeavour It’s different I sort of feel like an equal.... so 
it’s quite important. Like we’re in it together. 
(Donna)
DBT change 
oriented 
(motivation whilst 
in therapy)
Provides skills and structure I really like that we learn skills like 
interpersonal effectiveness, planning 
conversations out, and then doing the 
homework, it sort of gives me something to 
do in the day ..cos otherwise I do nothing and 
just sit and get sad or whatever. (Linda)
Noticing changes Well I’ve noticed that I stick at things a lot 
more now and I used to have a big problem 
with er...sticking at things At things like 
whether it be doing a painting or 
writing.......(Laura)
Therapist style 
(motivation whilst 
in therapy)
Understanding I feel my therapist is understanding, 
supportive and wants to help me., it’s like she 
understand me as an individual....that makes 
me happy to come back here.. (Mark)
Available Erm I wasn’t prepared at first for her 
[individual therapist] availability for me, I 
was expecting it to be once a week and that 
would be it but then she was like, “no you can 
call me whenever you want” and I was like 
“oh ok that’s weird”, but it was nice to know 
she’s around if I need her. (Meg)
. _
Directive [Individual therapist] suggested it would be a 
good idea and I did it because she told me to 
basically [laughs]. I did a mindfulness group 
where we sat and were mindful for 45 
minutes at a time and I had to go home do a 
mindfulness CD for 45 minutes everyday for 
homework, and I hated it when I was doing it 
cos you know “doing bloody mindfulness 
again”. But sort of after three or four days 
you’re like “I’m actually so much more 
chilled out now this is brilliant”. So then I did 
more and more of it. Now I’m doing a course.
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So yeah her suggestions sort of helped me 
become motivated to do it..(Meg)
Human Yeah and eventually I built up a bit of trust, 
and I found out that my therapist wasn’t 
always right, she was human like me [laughs] 
I liked that about DBT (Tanya)
Supportive When I have trouble I know I can come back
to my therapist because she supports me 
when I don’t know how to do something so 
she helps me....(Mark)
Accepting He [individual therapist] was totally 
accepting of who I was what I felt, accepting 
yeah there’s nothing wrong with you, yeah 
you get angry that’s okay, maybe what is not 
okay is how you deal with that anger, or that 
depression...we’re just going to help make 
life a bit easier for you. So I just thought it 
was so positive., it was really encouraging. 
(Tanya)
Dedicated I’m just stunned by his [individual therapist] 
dedication. I am allowed to call at anytime 
between 9am and 10pm. It’s very indicative 
of the fact that he genuinely cares and er, 
yeah I suppose that’s a major source of 
comfort and quite motivating, makes me want 
to return the favour by putting in the effort 
too (Tracy)
Group
relationships
Maintain relationship It was very rare that I missed a group because 
I want to keep my relationship with them, we 
really get on and I just didn’t want to let the 
other people down, we support each other 
you see. (Tracy)
Shared understanding I suppose what motivated me was being with 
people with an understanding of what I was 
going through... I didn’t need to explain it, 
they knew. (Meg)
Absence o f 
alternatives
Other therapies ineffective 
(initial motivator)
Well nothing else was working, so when I 
heard about here I thought I’d give it a go. 
(Jane)
Other therapies ineffective In terms of motivation, I mean the fact that its 
worked where everything else hasn’t... that 
keeps me motivated believe me (Linda)
DBT specific 
treatment for BPD
Recommended by referrer 
(initial motivator)
Well my referrer recommended it, said they 
could help me with the alcohol and my 
suicidal urges. So that made me come here. 
(Lili)
Targeted at BPD symptoms I read about the therapy online and it seemed 
to fit me, it was quite scary actually, how all 
my issues were written on paper, you know 
like reassurance seeking, suicide, self-harm. 
So I thought it was suitable cos it fitted me 
and my issues. (Becka)
255
Table three: Overcoming obstacles to engagement
Superordinate
theme
Sub theme interactions Quote
Overcoming 
obstacles to 
engagement with 
tasks
Overcoming obstacle o f DBT 
language because o f desperation 
for change
Found it quite hard, especially learning all this 
new words like dialectical and 
er... interpersonal effectiveness and 
mindfulness, I used to think what the hell are 
all these words ....What made me come back 
was my need to change, I knew I had to 
change, there was no going back and so I kept 
at it. (Jenny)
Overcome obstacle o f applying 
skills to daily living by using 
telephone consultation
I think when I’m at home, and I’m alone, I get 
quite stressed out and during these times... I 
find it really hard to do anything 
mindfully...so now when that happens I ring 
my therapist and she will remind me about the 
basics again. (Mary)
Overcome obstacle o f poor 
concentration by using telephone 
consultation
I find it really hard to concentrate on the skills 
I need to use...I always get carried away with 
a certain way of thinking and it’s hard to go 
and break that chain. But then I ring my 
therapist and she is quite reassuring and might 
suggest some skills. (Donna)
Overcome self sabotage through 
group relationships
There are times when I have deliberately self 
sabotaged.. It’s quite difficult to explain, cos 
there’s a part of you saying “go call [therapist] 
now” and the other part going “no I don’t 
want to, I want to go to the off license 
instead” ..I don’t know, I’m very good at 
coming up with reasons for not getting in 
touch... what I find helpful is talking to my 
friends from the group, they know EXACTLY 
what its like when that happens... and they 
understand it (Meg)
Overcoming mistrust o f  others 
through therapeutic style o f  
individual therapist
I used to find it hard to trust people in the 
group, I generally have trust issues I think. 
But what helped was the fact that [name of 
therapist] was around, like I could speak to 
him and he would understand. Knowing that 
there was one person around, well that really 
helped me feel more comfortable. (Jane)
Overcoming 
obstacles to 
attendance
Overcoming therapeutic impasse 
with therapist via telephone 
consultation
We had a disagreement actually I thought she 
[individual therapist] wasn’t helping me or 
understanding me, so we had a blow up one 
session.. So when that happened I disappeared 
for about a week and then I used phone 
contact to sort it out a bit. (Bev).
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Table four: Superordinate theme - Changes that encourage motivation
Sub theme interaction Quotes
Coping with strong 
emotions via skills and 
individual therapist
I’d come up this road, every time I walked up here I would see the bus just in 
time to miss it every time, it made me so so .. .angry like I’d kick the bus stop, 
and I did it this day and wanted to scream, you cunt, I was so angry and then I 
kind of thought, I heard [name of individual therapist] going...its only anger 
viscerally.. I remember him saying this to me in the session, so I gave it a try 
and just felt it, didn’t think every time the thoughts that keep it going and I 
got to the bus stop and I was fine. And I was like oh my God it worked. And 
it was...incredible, from every time previous to shouting and kicking and 
screaming and seething and., wound up for the next hour, it had literally gone 
like that. (Tanya)
Developing insight via 
skills in skills training
Mindfulness has really helped me with the awareness of what’s actually going 
on, physically what my body is telling me, I’m getting wound up, clenching 
my teeth, my shoulders are tensing or I’m having these series of thoughts that 
are aggressive or violent or whatever which are making it worse and the fact 
that my own behaviours were making it worse, I was fuelling my own anger 
where as before I used to think that someone did that to me, and focus on that 
get myself wound up and then the realisation that I was responsible for my 
own anger and how I dealt, how people treated me or what they did, I found 
that incredibly difficult, learning that and keeping with it and I would get 
angry in the group just talking about it. But once I kind of got it., made a huge 
difference, just learning to you know...let go and take some responsibility for 
my own emotions. (Bev)
Developing insight via 
group members and 
individual therapist
Between us we [group members] all had different things that we struggled
with.....  But er...what was good in a way was having other people’s
perspectives on one’s own difficulties. The therapists pitch in too. It’s quite 
enlightening sometimes actually, because we are all advisors to one another. 
(Tracy)
Reduce high risk 
impulsive behaviour via 
skills and individual
I’m not suicidal anymore and I’ve stopped drinking, promiscuity has reduced
and.....  I guess that kept me going, noticing that something was actually
working....what really helped with that was when my therapist would go 
through the skills I can use in each situation. That was invaluable to me. 
(Laura)
Improvements in other 
relationships via advice 
from peers
I think my relationships are more stable. Like when I first started the 
relationship I was in was always up and down. I was splitting up with him 
like every one or two weeks. I did that with my current boyfriend at first but I 
haven’t split up with him for ages.... I think the interpersonal skills helped 
but then so did talking about it with my friends from the group, they even 
reminded me about some skills. (Lili).
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APPENDIX 13: PERSONAL REFLECTIONS
My experiences during this research process involved learning about a new client 
group, new therapy and new methodology. Due to the range of emotions and 
experiences this year, my reflections on my use of self outline a parallel process 
between aspects of the current study and my process during my engagement with this 
topic.
When reflecting upon the initial stages of the research process, there was a sense of 
excitement as I felt my research idea had developed into a project that was clinically 
relevant to a specialist setting. I was keen to create structure by conducting the 
research within a particular context following my research project the year before that 
investigated issues of compliance, but in a broader and more abstract way. Therefore 
my personal interest in engagement for BPD was partly based on wanting to create a 
context within which to study issues of compliance, alongside an interest on how to 
work with this client group in an effective way. Therefore my clinical practice 
influenced my research interest.
Although I felt stimulated by the idea that my research had ‘picked up the pace’, it 
was challenging to design a study with many ethical considerations in a short space of 
time, especially with the pressure of gaining ethical approval from the NHS. I also 
went through periods of chopping and changing research methodologies in order to 
fulfil different criteria. For example, not only was I attentive to course and university 
requirements, I was also conducting the research within a service that had their own 
expectations and ideas about the direction my research should take. Therefore trying 
to fulfil many criteria including those outlined by various ethics committees meant 
initially going through a process of confusion and anxiety. This occurred partly 
because of a feeling of being ‘out of my depth’ and knowing very little about the 
client group and therapy. In order to manage this, I immersed myself in literature on 
BPD, DBT and research methodology, and spoke to experts within the field. These 
processes enabled me to take more control over my research as I became better 
informed.
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Achieving goals such as receiving ethical approval in a short space of time alongside 
my ‘perseverance’, as mentioned by research participants in this study, helped me 
overcome some of my perceived obstacles. This was also facilitated by the support of 
my research supervisors who like the therapists in this study, guided and encouraged 
me along the way. Their willingness to be available and brainstorm ideas with me 
helped me gain confidence in my abilities to conduct this project and went against my 
natural inclination to work in isolation, which in the past usually led to greater 
anxieties about the research. Therefore I was better able to cope with my emotions 
with the help of others.
One of the most interesting and enjoyable aspects of this research process was 
meeting and interviewing service users. Participants had extremely interesting 
perspectives to share about the research topic and the therapy. However, initially I was 
apprehensive about challenging participants on their perspectives because of a fear of 
upsetting them. This was largely because I sensed their high anxiety during interviews 
where two participants mentioned using skills prior to and during the discussion. 
Upon reflection this initial fear also stemmed from all the ethical considerations I had 
painstakingly considered when designing the study and also because of the ‘high-risk’ 
tag that my research was given by ethics committees. However I was able to 
overcome my fear of participants being ‘fragile’ by reflecting on this with the 
consultant to the research.
I gained more confidence through my experience of interviewing as well as through 
my experience of working with the client population during clinical practice. I focused 
on creating rapport during interviews, as it facilitated an interaction, which again 
reflects the findings of this study. I was also able to expand my understanding about 
the change process which is a theme that appeals to me and has underpinned my 
research interests. Hence, Meg’s account was represented because she shared details 
about her process of change in a way that was honest and thought provoking. It also 
reflected my inclination towards acknowledging the individual within the group.
When reflecting on the process of analysis, I found myself becoming overwhelmed at 
times by the mass of data I had collected. I was immersed in the individual’s unique
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story, whilst trying to map out findings at a group level in order to find the common 
thread among the narratives. In addition, using a method that was not widely used was 
also anxiety provoking at times as I had very few models to refer to when generating 
my own analysis. However the advantage of this was having the opportunity to be 
creative and independent whilst being mindful of the parameters and aims of the 
study.
I have therefore appreciated this research experience partly because of the opportunity 
to expand my interest on issues relevant to compliance in therapy and because of the 
invaluable experience of interviewing service users whose perspectives helped me 
learn more about the importance and impact of therapy on individuals’ lives. 
Furthermore, I have grown as a researcher when working on this complex project and 
have found the experience rewarding, thus providing me with motivation for future 
research endeavours with this client population.
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APPENDIX 14: NOTES FOR CONTRIBUTORS
Notes for Contributors
Counselling Psychology Review
Contributions on all aspects of Counselling Psychology are invited.
Academic Papers: Manuscripts of approximately 4000 words excluding references should be typewritten, double-spaced with 
1" margins on one side of A4, and include a word count An abstract of no more than 250 words should precede the main 
body of the paper. On a separate sheet give the author’s name, address and contact details, qualifications, current 
professional affiliation or activity, and a statement that the paper is not under consideration elsewhere. This category may 
also include full-length in-depth case discussions, as well as research and theoretical papers.
Issues from Practice: Shorter submissions, of between 1000 and 3000 words, are invited that discuss and debate practice 
issues and may include appropriately anonymised case material, and/or the client’s perspective. As with academic papers, on a 
separate sheet give the author's name, address and contact details, qualifications,-current professional affiliation or activity, 
and a statement that the paper is not under consideration elsewhere.
These two categories of submission are refereed and so the body of the paper should be free of information identifying 
the author.
Other Submissions: News items and reports, letters, details of conferences, courses and forthcoming events, and book reviews 
are all welcomed. These are not refereed but evaluated by the Editor, and should conform to the general guidelines 
given below.
•  Authors of all submissions should follow the Society's guidelines for the use of non-sexist language and all references 
must be presented in APA style (see the C o d e  o f  C o n d u c t ,  E t h i c a l  P r i n c i p l e s  a n d  G u i d e l i n e s , and the S t y l e  G u i d e ,  
both available from the British Psychological Society).
•  Graphs, diagrams, etc., should be in camera-ready form and must have titles. Written permission should be obtained by 
the author for the reproduction of tables, diagrams, etc., taken from other sources..
•  Three hard copies of papers subject to refereeing should be supplied, together with a large s.a.e. and a copy of the 
submission on disk or CD-ROM (if possible save the document both in its original word-processing format and as an 
ASCII file, with diagrams in their original format and as a TIFF or an EPS). Two hard copies of other submissions should be 
supplied. Subject to prior agreement with the Editor, however, items may be submitted as e-mail attachments.
•  Proofs of papers will be sent to authors for correction of typesetting errors, and will need to be returned promptly.
Deadlines for notices of forthcoming events, letters and advertisements are listed below:
F o r  p u b l i c a t i o n  in  C o p y  m u s t  b e  r e c e i v e d  b y  
February 5 November
May 5 February
August 5 May
November 5 August
All submissions should be sent to:
Heather Sequeira, Editor, C o u n s e l l i n g  P s y c h o l o g y  R e v i e w ,
Psychological Therapies Team,
Sage Ward, Gulson Hospital, Gulson Road,
Coventry CV21 2HR.
E-mail: heathersequeira@onetel.com.
All submissions and correspondence should include e-mail address, where available.
Book reviews should be sent to:
Kasia Szymanska, Book Reviews Editor,
Centre for Stress Management,
156 Westcombe Hill, London SE3 7DH.
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